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Hospital Social Service 


H. Von W. Schulte, M.D., Chief of Staff, The Creighton Memorial St. Joseph’s Hospital, Omaha, Neb. 


r | 0 protect the sick from worry, anxiety, mental! 
disturbances of any kind not incidental to the 
course of their illness, and to shelter them from 

bad news from their family or friends, is instinctive on 
the part of doctor or nurse or lay person in contact 
with the physically afflicted. For the patient needs 
repose of mind as well as body to meet the stress of his 
ailment. Yet, an illness requiring hospitalization breaks 
the pattern of the patient’s life. Often enough he is 
enduring anxiety about his business, distress for his 
family, as well as the physical pain and disability for 
which he seeks relief. 

In addition he may be a prey to a foolish distrust of 
the institution, and have fears of the surgeons as well as 
of the disease. The environment into which he finds 
himself more or less abruptly translated may be to him 
disquieting in its strangeness, and appalling in the de- 
tached, impersonal, professional air of all who come in 
contact with him. A few days ago he was a person, 
filling a place in life however humble, among familiar 
objects, supported more than he realized by contacts 
with friends and acquaintances, and at evening return- 
ing to a home where at least he was of some importance 
and bore the responsibility of the welfare of wife and 
children. Now he occupies a cot among others, his 
physical needs are ministered to by young people in 
uniform, whose manner does not encourage conversa- 
tion, who probably do not know his name and have little 
time to learn what his illness means to him and those 
he loves. 

We, who are familiar with hospitals, know that his 
medical needs are being cared for, that tests are being 
made to establish a sure diagnosis, that consultations 
are held to outline a plan of treatment, but even we are 
apt to think that this efficiency is enough, is all we owe 
“the case of gastric ulcer on the second north,” and we 
feel that our patient should yield himself confidingly to 
our care and not trouble us, or himself, with matters 
irrelevant to the pathological condition we are confi- 
dent we can relieve if it can be relieved at all. 

If we think thus, we are guilty of the specialists’ 
error of omission. We are scientifically, efficiently deal- 
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ing with a bit of pathology, but we are forgetting that 
this pathology is part of a human being, of a social 
being. If, by an operation, we can remove the gastric 
ulcer from the patient who suffers from it, our patient 
can not so easily forget his business which may be in 
jeopardy, his family who need his support, who perhaps 
are so situated that even his temporary absence entails 
hardship and want. It is not remarkable that some of 
our patients fail to make gratifying progress under 
treatment that thus fails to comprehend all their needs. 

I have tried to indicate the line of thought which 
brought the social worker to the aid of the hospital. 
The beginnings were made in England in the last decade 
of the nineteenth century. We, in America, made our 
tentative experiments somewhat later. In 1904, in the 
Presbyterian Hospital in New York City, the superin- 
tendent of nurses noticed that some of the patients were 
not gaining as rapidly as it seemed they should, and de- 
cided to send out nurses to inquire into home conditions. 
Enough was found to warrant a continuance of the prac- 
tice, and social work came to this hospital through its 
training school. Previous to that, however, in 1902, a 
group of students at the Johns Hopkins Medical Schoo! 
organized a Students’ Board of the Charity Organiza- 
tion Society at Baltimore, which functioned as an inter- 
mediary between the Charity Organization Society and 
the Social Work at the hospital. 

In 1905, Dr. Richard C. Cabot started the first 
social service department in a dispensary, and with 
Garnet I. Pelton laid the foundation of the social service 
department of the Massachusetts General Hospital. 
The idea was to “make treatment effective.” He ex- 
pressed it thus: “Baby gets sick, baby comes to hos- 
pital, baby gets well, baby goes home, baby gets sick, 
and so on,” and his effort was to break this vicious 
circle by making the home more hygienic. 

I am reminded here of a patient whose case im- 
pressed and distressed me in my intern days. A work- 
man, suffering from heart disease, was repeatedly ad- 
mitted for severe decompensation. Invariably, he left 
the hospital against advice as soon as he was able to be 
up out of bed, and regularly after a few weeks’ absence 
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he returned in a disabled condition. He had a wife 
who could not manage without him, and her complaints 
took him from the hospital before he was fit to leave, 
and nullified the benefits he might have received. 
Medicine alone was quite unable to cope with his prob- 
lem, nor had we then the contacts with welfare societies 
which would today be called upon in such a case. 

The rapid growth of social work in American hos- 
pitals since its beginning twenty years ago is proof of its 
usefulness. A directory compiled for the Service 
Bureau of the American Hospital Association, in 1921, 
lists 597 departments and many have been added since. 
Naturally the departments vary greatly in size, from 
large ones such as those of Bellevue or the Massachu- 
setts General Hospital, with budgets of from $30,000 to 
$40,000, down to services which employ but a single 
worker. 

In a broad way, social service is the organized 
means whereby the modern hospital deals with the social 
problems of its patients. Between the hospital and the 
community it serves exists a gap, a chasm, not always 
clearly felt by those concerned with hospital affairs but 
none the less formidable to some of their patients and 
hampering both hospital and community by its exist- 
ence. The patient is one of the community who has 
temporarily taken up his residence within the hospital. 
He enters a world new to him, with many rules and 
strange customs, but he is a personality and a social 
being and his responsibilities, affections, cares and lia- 
bilities are not broken by his entry, but still bind him— 
even more poignantly by reason of his distressful con- 
dition and isolation from the familiar routine of his 
life. 

It requires no flight of the imagination to see that 
he has need of some friendly and wise helper to aid him 
in adjusting himself to his new environment, and to 
facilitate and ease his contact with his home and family, 
who may not always be at his bedside. We would say, 
then, that social service, in that it helps adjust patient 
and institution, humanizes the hospital, if zach a phrase 
may be used of so humanitarian an undertaking as a 
hospital. We must remember that sound as is the 
motive of relief, service is rendered to many under 
institutional conditions, and with professional helpers, 
and may seem cold and impersonal to its recipients; in 
the second place, it maintains relations between the in- 
stitution and the world outside, to both of which our 
patients belong. 

Roughly, we may recognize three general classes of 
patient: first, the ones in whom the medical need pre- 
dominates and the social service work is of value to them 
only as it assists the doctor in diagnosis or treatment; 
second, there are the persons who, while they may be 
sick, are far more of a social than a medical problem. 
They must be followed indefinitely. Then there is the 
still larger class of patients, who present both definite 
medical and social problems, and these usually require 
the close cooperation of the social worker and physician. 


PROGRESS 


It is in an effort then, to bridge the chasm for these 
patients, that hospitals are using medical zocial service 
departments. These departments, at the same time, 
give to the doctor valuable information about home at- 
mosphere and previous habits, and furnish him in so 
doing some aid for diagnosis and more aid for social 
treatment later. They assist him in getting his orders 
obeyed; they provide from other community resources 
braces, glasses, convalescent care and other requisites. 
They know the social assets of their community as the 
physician knows his drugs and the surgeon his knife. 
At the same time, they study the home problems of the 
patients and assist in the process of cure by the allevia 
tion of the almost invariable worry over home condi- 
tions on the part of the patient. 

It is the social worker who can best cooperate with 
the other hospitals, best instruct other social workers 
how to use the hospital and explain why it must have 
its iron-clad rules. Hospitals now operate on the plan 
that their patients shall eventually be restored to com- 
Illness must be removed, or its owner 
A disease must be cured, er its posses 


plete usefulness. 
adjusted to life. 
sor taught to live with it. 

The variety of service rendered by social service 
departments may be listed under a few general head 
ings: 

1. Case work: By the method of social case work 
to care for ward patients and out-patients whose medi- 
cal and social conditions indicate need of adjustment in 
order to render their medical treatment effective ani 
restore them to health and sound social condition. 

2. To interpret the hospital to the community b. 
posters, charts, public speaking and other means of 
publicity, and to help to make the resources of the insti- 
tution available to persons in the community. 

3. To educate the public by the same means in 
hygiene and to teach the relation between social condi 
tions and health. 

4. To cooperate with such outside agencies, insti- 
tutions, and interested individuals as may serve to en- 
large the functions of the hospital, and to render its 
care of patients more effective. 

5. To bridge the chasm between the hospital and 
the social environment to which the patient returns 
upon discharge. 

Much has been said, and written, of the “abuse of 
medical charity.” There has been complaint that many 
people come to the free clinic or dispensary, who could 
well afford to pay a physician in private practice, and 
that these people impose on the public, either in public 
hospitals or in the charity wards of private hospitals, 
when they are perfectly able to pay their way. There is 
the same obligation on the hospital to investigate 
patients that there is on a charity organization society. 
The hospital is a social agency doing a special kind of 
social work, and the purpose of all social work is to raise 
the standards of living of people. The easiest way to 
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lower the standard of living in any family is to give 
them something for which they should and do not pay. 

Hospital social service is not a glorified collection 
agency, nor is a hospital social worker a credit manager, 
although many large hospitals have added a credit man- 
ager to their staff with gratifying results. It is also 
true that many hospitals have found their hospital social 
service departments profitable investments, and that the 
social workers have been responsible for increased collec- 
tions from patients considerably in excess of the cost of 
the department. This is a by-product of hospital social 
service and is not its purpose. It is true, however, that 
social work in many hospitals does pay its way, and 
there is no question but that it adds materially to the 
usefulness of the hospital to the community. 

Every hospital owes a duty to society over and 
above the duty of restoring its patients to health. The 
medical and social problems presented in any hospital 
are too numerous to mention. A few of them, however, 
are as follows: 


1. Tuberculosis 

2. The convalescent 

3. The unmarried mother 

4. The syphilitic 

5. The mentally unbalanced 

6. The neurasthenic 

7. The suicidal 

8. The feeble-minded 

9. The handicapped—industrial accidents and dis- 


eases 
10. The chronically incapacitated 


All hospitals face these same problems. The tuber- 
culous patient presents a problem not merely indi- 
vidual, but distinctly social, for the disease affects the 
patient in all his social relationships. He is often a 
member of a family group where the welfare of other 
members is endangered, or he may be living in a 
crowded tenement where dampness and dirt foster the 
growth of bacteria. He may be working in a dusty fac- 
tory, or handling food which is sold to an unsuspecting 
public. There is need for treatment both of the infec- 
tion and of the social conditions. 

Every patient entering the hospital as ihe result of 
an industrial accident presents a peculiar social prob- 
lem. A family deprived of the earnings of the husband 
may be in need of the services of a family caring agency. 
Claims must sometimes be filed with the compensation 
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board ; if the accident is serious, the question of rehabili- 
tation and reeducation are added problems. A printer 
who loses an arm must learn to work at some other 
job, and the best interests of the man and of society 
demand that he start learning at the earliest possible 
moment. 


Most states now have vocational rehabilitation de 


partments which furnish artificial limbs or braces, but 
there must be someone whose duty it is to bring the 


state and patient together. 
tration of the hundreds of extremely varied contacts 


That is one specific illus- 


that the hospital social worker may effect. The problem 
of the care of the convalescent, the care of the unmarried 
mother, of the mentally unbalanced, and for that 
matter, most of the medical social problems enumerated 
above cannot be solved by any one agency. Every com- 
munity has certain social resources on which the hos 
pital may draw, and one is the social worker who can 
cooperate best with the other social agencies of a com- 
munity. The hospital social service department makes 
available the other social resources of a community at a 
minimum of time, effort and expense and with the maxi- 
mum benefit to the hospital, to the patient and to the 


community. 


It is a pleasure, in conclusion, for the writer to 
express his obligations to Mr. D. M. Preston, Director o! 
the Omaha Welfare Federation and Community Chest, 
an experienced social worker, who has generously sup 
plied information and advice in the preparation of this 
paper. 
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The DuBois Hospital at DuBois, Pa., is located on a six-acre tract of land and is in charge of the Sisters of Mercy. 
to the Berlin plan and is practically one-story in height, with the exception of the administration building. 


is rated as a Class A hospital by the American College of Surgeons. 


The hospital has a thoroughly equipped x-ray department and pathological department, both in charge of part-time doctors. 
department is being installed for the benefit of certain classes of patients. 


departments. 


Ouoie F 


bea Fe ue Be 


It is built according 
It has a capacity of fifty beds and 


A therapeutic 
Registered nurses are in charge of the operating rooms and special 


During the past year, a magnificent chapel has been erected where daily Mass and Benediction are held. 


There is a training school in connection with the hospital, and a retreat is held each year in October for the nurses. 








A Study of Four Different Hospitals Conducted 
by Distinct Religious Orders 






IV. Mercy Hospital, Baltimore, Maryland 


Sister Mary Helen Ryan, R.N., Mercy Hospital, Baltimore, Md. 


.n Dublin, Ireland, by Catherine Elizabeth Mc- 
Auley in 1831; its object being the service of the 
poor, sick and ignorant. Its first foundation in the 
United States was made in Pittsburgh, Pa., in 1843. 
The service of the sick being one of the chief objects cf 
the institute, it is not surprising to learn that the first 


TT Institute of Our Lady of Mercy was founded 


hospital in western Pennsylvania was established in 
Pittsburgh, under the management of the Sisters of 
Mercy, in 1847. From Pittsburgh, foundations were 
sent, in 1846, to Chicago, Illinois, and in 1852, to 
Providence, R. I. 

In 1855, its third colony came to Baltimore, Mary- 
land, at the request of Rev. Edward McColgan, through 
the Most Rev. Francis Patrick Kenrick, Archbishop of 
Baltimore. Private and parochial schools were opened 
in connection with St. Peter’s Church, of which Rev. 
Edward McColgan was pastor. In addition to this, the 
Sisters devoted themselves to the visitation of the sick 
poor, and in 1874 at the earnest solicitation of the 
faculty of the College of Physicians and Surgeons, they 
assumed the management of the Baltimore City Hos- 
They found the 
condition of the hospital deplorable. The lack of clean- 
liness made itself at once apparent and called for imme- 
The sixty patients, 


pital, Calvert and Saratoga Streets. 


diate remedy from the Sisters. 
accommodated in three wards, were at the mercy of un- 
trained nurses; the beds were poor and uncomfortable. 
Thanks to the cooperation of the medical staff and the 
generosity of friends, the efforts of the new nurses were 
speedily rewarded, and the City Hospital soon lost its 
ancient, unenviable reputation, becoming one of the two 
leading medical institutions of which Baltimore then 
boasted. 

In 1887, the lot on which the central portion of the 
hospital now stands, was purchased from the city 
authorities, and in 1889, the building, a commodious, 
six-story structure facing on Calvert Street, was form- 
ally opened. This institution, though owned and con- 
trolled by a religious community, is thoroughly non-sec- 
It makes no distinction as to color, creed or 
nationality, the rich or the poor. Sickness is the only 
passport needed for admission. The College of Physi- 
cians and Surgeons was given medical control of the 
hospital, its public wards and dispensary furnishing ex- 
cellent clinical material. The ever-increasing demands 
for admission continued to tax the hospital capacity and 
necessitated expansion. Accordingly, work was begun 
upon an addition which extends north from the central 
At this time, in 1909, the title of the institu- 


tarian. 


portion. 


tion was changed from Baltimore City Hospital to 
Mercy Hospital. 
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A training school for nurses having been estab- 
lished by the Sisters in 1899, the question of suitable 
accommodations for the ever-increasing number of stu- 
dent nurses began to press for solution. In 1919, a 
spacious home for nurses was erected on the corner of 
Streets. This 
every facility for the comfort and convenience of the 


Calvert and Pleasant home furnished 


students. 
In 1920, in response to appeals for accommodations 
for convalescents, a valuable acquisition was made in the 


Its desirable location in 
one of Baltimore’s most beautiful suburbs, its spacious 


purchase of “Mercy Villa.” 


and well-planned architectural design, together with its 
attractive grounds and picturesque envirouments, con- 
tribute to render the Villa an ideal sanatorium. 


Marked progress has been evidenced in each suc- 
ceeding year, the most recent manifestation being the 
purchase of the adjoining building, formerly the sphere 
of operations of the College of Physicians and Surgeons, 
now the active center of the clinics of the University of 
Maryland, with which Institution Mercy is affiliated. 
The expansion thus effected has enabled Mercy, during 
1923-1924, to meet the requirements from the medical 
world with an efficiency prophetic of future achieve- 
ments. 

Under the supervision of Dr. Maurice C. Pincoffs, 
the medical department of Mercy has made rapid strides 
in efficiency. During its initial year, the ward devoted 
exclusively to medical cases made a 100 per cent record. 
Despite the addition of another new twenty-bed surgical 
(Ward “S’’), 
capacity. 


ward the hospital is still taxed to its 

Though Mercy Hospital accommodates a greater 
number of colored patients than any other hospital in 
Baltimore, this department is deplorably congested, 
thereby restricting Mercy’s scope of service. 

Being located in the center of Baltimore’s business 
section, Mercy Hospital receives the maximum number 
of industrial casualties. The prompt, efficient treatment 
rendered in its modernly equipped accident department, 
has merited for Mercy a city-wide reputation. The 
scope of this department has been broadened during the 
past year by the annexation of minor surgery. 

The record department, which for several years past 
has been hampered by the limited space assigned it, has 
been removed to spacious, well-lighted apartments in 
the newly-acquired college building. Under such favor- 
able circumstances, the valued personnel of this depart- 
ment which has ever striven to maintain high standards, 
is now rendering most excellent service. Improve- 
ments in the autopsy room are worthy of special note. 

















HOSPITAL PROGRESS 














Mercy Hospital is a private institution, receiving 
$25,000 annually from the State of Maryland. The city 
of Baltimore appropriates one dollar and fifty cents per 
day for a limited number of indigent patients. The 
hospital capacity is 275 beds of which number 87 are 
for private patients, 31 for semi-private cases, and 157 
are ward beds. The total number of patients admitted 
during the year was 5,639. Of these, 1,810 were charity 
cases, and 709 paid only in part. The per capita rate 
is $4.45. Thirty-six Sisters are employed in the various 
departments, 27 of whom are graduate registered 
nurses, and three are registered pharmacists. Five 
secular graduate registered nurses are in charge of de- 
partments. The hospital is affiliated with the Uni- 
versity of Maryland Medical School. The visiting 
physicians’ staff numbers 62; the resident staff, sixteen, 
and the out-patient department staff, 55. 


The X-Ray Department 

Equipment 

1 Victor X-Ray Machine for Radiography and Fluoros- 
copy. 
. 1 International Machine for Deep Therapy. 
1 Victor Bed-side Unit. 
1 Brady-Bucky Diaphragm 
1 Acme Stereoscope. 

6 Coolidge Tubes. 

Complete Dark Room Equipment. 

Spyecial Cystoscopy Room in connection with X-Ray 
Department. 
Personnel: 
1 Roentgenologist, M. D. 
1 Associate Roentgenologist, M. D. 
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1 Assistant Roentgenologist, M. D. 
1 Technician. 
Report 
During the past year, the x-ray department has 


been remodelled and several improvements have been 
made. Adjoining the radiographic room is now located 
the cystoscopic room, where a cystosecopic table and spe- 
cial apparatus was installed and is being extensively 
used. The booth for control of the apparatus was placed 
between the cystoscopic room and the main x-ray ope 
rating room. The apparatus in the main room was re- 
arranged to suit this change in the booth. Three new 
Coolidge tubes were provided and a special plate holder 
for taking teleroentgenograms. The old waiting room 
was taken over for a treatment room. A new Inter- 
national high power transformer was installed. A lead 
booth, with control apparatus, was fitted up and a dress 
ing booth provided. A special wood table and a treat- 
ment tube stand were added to the equipment. All 
therapy, both superficial and deep, is being done in this 
room. The department is now equipped for doing all 
kinds of x-ray therapy. 

The Bucky diaphragm, from which hetter details 
and contrasts are obtainable. has been used with 
most satisfactory results. All spine, hip, gall bladder, 
kidney and bladder films are now taken with the Bucky. 
The portable has become most popular both in fracture 


work and in chest examinations. There has been a 
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steady increase in the number of patients admitted to 
the department, and in the number of roentgenograms 
taken. 

The following is the detailed report for one year: 
Number of patients admitted to the department.... 
Number of roentgenograms taken 
Number of treatments given 
Number of negative cases 
Number of teeth films taken 
Laboratory 

Owing to lack of hospital space, the laboratory is 
as yet comparatively small, though during the past year 


rc 


another room has been annexed. As the work is pro- 
gressing so rapidly and new apparatus is being installed, 
more extensive accommodations are imperative. 

The laboratory is equipped with new and complete 
apparatus to meet all the demands of the patient, hav- 
ing installed during the past few months the following 
apparatus: 


1 New Leitz Monocular Microscope. 

2 New Leitz Binocular Microscopes. 

1 New Balance, sensitive to wo mgm. with set of 
weights. 

1 Large “Thelco” Electric Incubator. 

1 Large “Freiz”’ Electric Drying Oven. 

1 Electric Pipette and Bottle Shaker (Eberbach & 
Son, Inc.). 

1 Electric Mixer for stool examinations. 

1 Dare Haemoglobinometer with electric 
ment. 

1 Sanborn-Benedict Metabolism Apparatus. 

1 Spectroscope. 

1 New Warm Stage for stool examinations. 


Besides the above, it is equipped to sterilize by 
autoclave, Arnold, inspissator, boiling, or by water-bath. 


attach- 
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Though a Dare has been recently purchased, the 
American Haemoglobinometer is still in use as a check 
in doubtful cases. 

Blood chemistry work has been greatly facilitated 
through an improvised apparatus, by which 7 ureas and 
12 non-protein-nitrogens can be run through simultane- 
ously, without very much special attention, a Wizard 
clock serving notice when the time limit has expired. 
Leitz’ Colorimeter is used for colorimetric readings. 
Folin & Wu methods are principally followed, though 
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for frequently repeated blood sugars, Epstein’s method 
is substituted. The Van Slyke apparatus for determi- 
nation of CO, in blood plasma is favored. All of this 
apparatus for blood chemistry is kept in one room, be- 
sides the solution and glass-ware needed for the tests. 
In all solutions, tripure water is used. 

To save eye strain and aid in colorimetric work, tlic 
daylight globe is used in all laboratory rooms. 

In addition to various technical magazines, tlie 
laboratory bookshelves are supplied with the latest edi- 
tions of Stett, Morris, Todd, Folin and Wu, Simon 
Hudan Sanborn’s Basal Metabolism, and other works 
devoted to laboratory method, research and result. 


Personnel of Laboratory 


1 Pathologist 

1 Clinical Pathologist 

1 Sister Technician. 

2 Lay Technicians. 

1 Pupil Nurse. 

2 RR. xccces 

1 Part-time Stenographer. 











Clinical Laboratory 
Examinations Made in Clinical Laboratory During 
Year 1922. 


Urine 
Routine Examinations .............cccecceees 5,856 
Oe eT eT TOT ee 114 
Kidney Functional Tests....................: 185 
nn a ee eeieeb eee os 142 
Dh miki ds dndhaw es aes eeveeee ben bh eee-es 194 
ee ee aN meine 121 
Duodenal Drainage for Bile.................. 17 
Bacteriology 
Cultures from wounds, throats, etc........... 270 
Examination of Bacterial Smears............ 359 
ee tng nae oh eae Leela kek bin s 33 
EE Pea ee ee oak tig dd aa Eee e ie aan 44 
VOUS oes 6.60 50s cd daddseccces 18 
Spinal Fluid 
Cell Counts and Differentials............... : 65 
ee ing ae ee ee e's 60 
re 35 
i ee cae de nesahaheeee ewes 60 
Blood 
i i ek wee awewened leaks 1,871 
Tee ee Gl eis 1,154 
ee Jaa heed weeeee eka nek tin 85 
I, a oat eean klk ae See 68 
ed reese Se ing 1 
Sec. cenkadgteekex SaenaNd eek Ga Ween 22 
Chemistry— 
a a cal i arr ia ee ad at 292 
se au wide aw bie 26 
0 LER ra eee ee eee ee eee 93 
a ae weenie 46 
PETE ETC TTT Ee 29 
Ce ee eed ood tbteeedaaenene 51 
Miscellaneous Examinations ......... ....... 65 
Total Examinaticns for the year......... 11,379 


Nurses’ Training School 

The nurses’ home contains 103 private rooms and 
Every two rooms on the 
same corridor have communicating bath rooms. On the 
first floor are three large parlors, a library, a recreation 
room, a guest apartment and spacious utility rooms. 


three semi-private apartments. 


The nurses hold dances in the recreation room, and, in 
summer, have the use of the hospital tennis court. 
There are 100 nurses in training. They are exempt 
from duty two hours daily, one afternoon a week, and 
two days at the end of a two months’ period of night 
duty. For incidental expenses, each nurse receives $10 
monthly during the three years’ course. 
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The requirements of the State Board of Education, 
with which the requirements of the training school ar 
identical, demand that the applicant shall have attained 
an age between 18 and 25, and that she shall have com 
pleted a four years’ high school course or its equivalent. 

The Superintendent is a Sister, with a secular assis- 
tant. ‘The training school is registered by the Board o 
Regents of New York State. 
the scholastic year in September, 1924, the nurses fol- 


Since the beginning of 


low a course of training in the Social Service Depart 
ment. 
Out-Patient Department 

All services are covered except neuro-psychiatrs 
The tota 
number treated in this department during the year was 


15,270; 


and pre-natal. The major clinic is surgery. 
660 of whom were admitted to the hospital for 
treatment. 


Emergency Department 

On the corner of Calvert and Saratoga Streets is 
located the emergency department where 5,235 accidents 
were treated during the vear. Here also are treated the 


industrial accidents. 


First Admitted 
Year Aid Given to Hospital 
a ae oe 1,336 714 
Nee errr e500, Se 553 
re ere ee 1,572 804 
SE. aonkishidisseaiousaenian 1,974 750 


Social Service Department 

The Social Service Department was opened with 
two paid workers in January, 1920, under the auspices 
of the National Catholic War Council, and continued 
under its supervision until February, 1922, at which 
time the Sisters of Mercy assumed charge. It is now 
operating as an integral part of the Hospital. The 
annual amount required to finance the department is 
about $4,000. 

The personnel 


(trained worker), a graduate registered nurse with four 


now consists of a Superv isor 
vears’ experience in social work. and one full-time secre- 


tary. 









Number of cases treated each year: 


1920 
Total, 230 
Visits in hospital—Mercy 
Visits to homes 
Co-operative 
Interviews 


Total cases carried, 985 
Visits in hospital 


Visits in behalf of patients.............. 


Interviews 
Letters written 


Total cases carried, 1,147 
Visits in behalf of patients 
Letters written 
Interviews 


Total cases, 685 
Visits in behalf of patients 
Letters written 
Postals written 
Interviews 
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plant where John was employed, and with the Insurance 
Company. Both said the Workman’s Compensation 
Law did not apply to the case. Asked “plant” to give 
John sedentary work or to help care for the family ; they 


SUMMARY OF CASE FOR SOCIAL SERVICE 


John —. ——, aged 32, was employed by 


Shipbuilding Co. 


He was referred to dispensary for medical examina- 


tion. 
of blood. 


compensation. 


The social worker communicated with the industrial 


~~ TABULATION OF SURVEY OF FOUR CATHOLIC HOSPITALS 


Tabulation of Survey 
Hospital 
Providence 
St. Vincent’s 
St. Francis 1865 
1874 


Providence 
St. Vincent’s 
St. Francis 


Number of patients 


Affiliations 


University of Pittsburg 
University of a 


His symptoms were exhaustion and expectoration 
The patient was admitted to the hospital and 
his family was referred to the social service department. 
Diagnosis of his case was Aortic Insufficiency with De- 


SISTER M. HELEN RYAN, 
Mercy Hospital, Baltimore, Md. 


refused to cooperate. The case was then referred to the 
State Industrial Accident Board; the- physicians in 
attendance testified, as did also two of the patient’s 





Total dur- 

ing 1 year Total Free 
5,071 596 
5,096 2,328 
8,065 2,875 
5,639 1,810 


Semi- 
Capacity Private private 
72 18 
80 10 
150 16 
87 31 


Free 
210 
266 
434 
157 


None 350 
None 356 
600 
275 
taff 
Resident 
Staff 
8 


Out Patient Daily Nursing Corps 
Dept. Staff Sisters R.N. Nurses R.N. Students 
38 12 40 
22 34 40 
27 24 50 
55 24 30 


Visiting 


18 

18 

16 
Out Patient Department 
Major 


Clinic 
Surgery 
Surgery 


treated in 1 year 


Providence 
St. Vincent’s 


Medical 


Services Covered 
All 
Eye, Gyn., G. U., Ear, Nose & Throat, 
- Surgical 


Affiliation 
Georgetown 
Medical 
School 
N. Y. Lying-in 
& Misericordia 
Hospitals— 

P. H. Nursing, 
Henry Street 
Settlement 
Public Health 
Nursing 


Organized 


1895 


Hospital 


Providence 
D. 


St. Vincent’s 1892 
N. Y. 


St. Francis 1902 


Pa. 
Mercy, Md. 1899 None 
No. of 
Hospital Organized workers 
Providence 
Be VeROOMS. ...cccces 
St. Francis 


of Nurses Supt. 


Surgery All except Psychiatry and Pre-natal. 
Training School for Nurses 
Supt. Asst. State requirements 


Educational 


Salary 
Monthly 
year—$ 7.00 
year— 
year— 


year—$10.00 
year— 10.00 
year— 15.00 


Age 

Ist 
2nd 
3rd 


Sister Lay 2 years high 18 to 35 


Ist 
2nd 
3rd 


19 to 35 


Lay 1 year 


Ist 
2nd 
3rd 
Ist 
2nd 
3rd 


year—$ 5.00 
year— 8.00 
year— 10.00 
year—$10.00 
year— 10.00 
year— 10.00 
Nurses 
Receive Training 


Sister Lay No Law No Law 


Sister Lay High School Diploma 18 to 35 
Hospital Social Service 
Secre- Total Number of cases 
tary 2ndyr. 3rdyr. 4th yr. 
1,463 1,903 1,932 
530 462 363 
548 643 748 
985 1,075 685 


1st yr. 


Beginning Sept. 1924 
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working companions. Compensation was awarded. 
The St. Vincent de Paul Society cared for the family. 
John left the hospital and died suddenly several days 
later. The widow was entitled to $5,000. The Insur- 
ance Company asked for a second hearing before the 
State Industrial Accident Commission and raised sev- 
eral issues, the chief being that the deceased met with 
an accident while working on a ship and, therefore, did 
not come under the rulings of the State Industrial Acci- 
dent Commission. The St. Vincent de Paul Society 
secured counsel for the widow. The hearing was set, 
and after a prolonged argument, the decision was estab- 
lished that John died of cardiac decompensation. The 
widow will receive $12.91 a week for sevea and a half 


vears, 
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Library Facilities 

Every hospital should have a library with all 
standardized medical books and medical magazines, also 
all current publications on social work. These works 
should be accessible to the doctors, Sisters, nurses, and 
social workers. 

The Sisters of Merey have a plan whereby those 
who have not leisure for reading, may have the oppor- 
tunity of keeping pace with the advance of science and 
may become acquainted with the new methods advanced. 
Certain Sisters are appointed to read the important 


items in current publications. The information thus 


gathered is condensed and reported to the Sisters; two 
half-hour periods each week are devoted to these reports 


which are read before the assemblv of the Sisters. 


“What is Best for the Patient?” 


Edward F. Garesché, S. J. 


HE modern hospital is undoubtedly a very com- 
T plex institution, and the development of both 

medicine and surgery increases almost from day 
to day its problems and complexities. “Only this have 
I found,” said the old time prophet, “that God made 
man simple and he hath encompassed himself with a 
multiplicity of questions.” But, in the case of a 
modern hospital, this multiplicity of questions arises 
So many elements 


from the very necessity of the case. 
of nursing and medical practice have now-a-days to be 
provided for, so many interests have to be conciliated, 


that those concerned with hospital work cannot avoid 
being encompassed with a multiplicity of questions, not 
of their own making but springing from the character 
of the work they have to do. 

But, amid the perplexities which have continually 
to be met and overcome in a hospital, there is one con- 
sideration which ought to serve as a clue out of every 
It supplies a test to guide many decisions 


labyrinth. 
Being borne in 


which otherwise would be very obscure. 
mind it casts light on all the ways of the hospital 
worker, whether in authority or a subordinate. Surely 
so valuable a rule and guide is worth emphasizing, no 
matter how obvious it may already seem. The test 
to which we refer is the single question, “What is best 
for the patient ?” 

This has been said many times. It always lends 
new light to hospital deliberations. Yet, when we look 
a little closer, the question is not quite so simple as it 
seems. For the patient himself is not simple, being 
made up of a body and a soul, each of which has vari- 
ous claims and characteristics. We put the soul before 
the body, yet the chief charge given to the hospital is 
the care of the body. If we ask the question, “What is 
best for the body of the patient?” it does not satisfy. 
If we say, “What is best for the soul of the patient?” the 
question does not cover the whole duty of the hospital. 
“What is best for the patient, body and soul, remember- 
ing that the soul is more than the body, that we care for 


the body for the sake of the soul and of the soul for the 
sake of God?” more adequately expresses the test re- 
quired by our principles and obligations. 

The word “best”? also requires some explanation. 
When we say, “What is best for the patient,’ we mean 
best for the truest, most comprehensive interests of the 
patient, as a being made up of body and soul. Other- 
wise, thinking only of what is best for the body, we may 
be in danger of neglecting what is best for the mind, 
the heart and the soul. 
the patient at the expense of subtler and still more im- 


We may stress some need of 
portant necessities. Thus, our question ought to read, 
“What is best for the true and comprehensive interests 
of the patient, considered as a human being, made up of 
a body which the hospital is primarily established to 
help, and of a soul, a mind, a heart, which the hospital 
has also in its keeping to benefit, instruct, and if need 
be, minister to and heal ?” 

The immediate work of the hospital has to do with 
the patient’s bodily welfare. Yet, hospital workers can- 
not escape responsibilities for the mind, and heart, and 
soul of the patient first, because these are so intimately 
bound up with bodily welfare, and second, because they 
are influenced necessarily for better or for worse by the 
hospital experience. Experience discloses more and 
more clearly the interaction and mutual influence of 
soul on body and body on soul. The condition of the 
mind and heart of the patient have often a direct bear- 
ing on his physical health or disease. Besides, if we 
only realize our opportunities a little more fully, the 
hospital offers extraordinary opportunities of minister- 
ing to mind, heart, and soul as well as to the body. 

The non-Catholic hospitals, even those which have 
no religious inspiration, are giving more and more 
attention to the duty of the hospital toward mind and 
heart. Social with all its organization, its 
methods, its influence of instruction and guidance, is a 
recognition of the obligation of the hospital not only to 
minister to the bodies of its patients for the time being, 


service 
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but to help them Jearn and adjust themselves so that 
they may be saved from illness in the future. This 
necessarily requires that they shall be instructed, en- 
couraged, fortified against bad habits, rescued as far as 
possible from bad environment and taught what they 
need to know about health, right living, economy, pru- 
dence, and all the mental qualities and good habits 
which react so greatly on the physical health and moral 
well-being. 

The Catholic hospital must be in full sympathy 
with the efforts for social guidance, rehabilitation, read- 
justment, and all the good results which can come from 
social service. But the Catholic hospital goes farther 
still. Recognizing in the patient a child of God and an 
heir of heaven, it wishes, while ministering to the body, 
to do all that is possible for the soul, to instruct, en- 
courage, purify, readjust, and reconcile the soul with 
God so that while the body is healed the spirit also may 
be comforted and made holy. 

Thus, Catholic hospitals have all the responsi- 
bilities and beneficent activities of others with the added 
charge of spiritual influence and instruction. They 
should be abreast of the latest and most solid develop- 
ments of hospital social service but they should also 
exert themselves to make the spiritual, intellectual and 
religious atmosphere of the hospital all that it should be 
for the patient’s best interest. “What is best for the 
patient ?” should mean for them, “what is best for the 
patient’s mind and heart and soul as well as for his 
body ?? 

Fortunately, the Teacher of Mankind Himself and 
the founder of our faith has given us a means of deter- 
mining what are the best interests of the patient still 
more luminous and direct than the questions we have 
already been considering. The golden rule, which is, if 
one may say so, particularly golden for hospital workers, 
bids us apply to others the tests which we use in the case 
of our own interests. “Whatsoever we would that any- 
one should do unto’us, we are bidden to do it unto 
them.” “If we do this,” says our Lord, “we shall fulfill 
the whole law and the prophets.” 

We know quite well into what sort of a hospital we 
should like to go if we were dangerously ill and in sore 
need both of body and of soul. We should wish, of 
course, first of all, that the hospital should be thor- 
oughly equipped and fully competent for all the physi- 
cal ministrations which would benefit us, remove our 
danger and effect our cure. But, we should wish also, 
that the atmosphere of the hospital should he thoroughly 
Catholic, of good influence upon us, helpful to us, as re- 
gards the spirit as well as the flesh. 

We should like to be at a hospital where that better 
self of ours, which continually struggles for expression 
and complains of repression, should have the best pos- 
sible opportunity to come forth and develop itself. If 
we were ignorant, but members of the Church, preju- 
diced even, and with false ideals, we should like to have 
some one tactfully give us an opportunity during our 
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convalescence to read, to ask questions, to be influenced 
for the better and set right where we are wrong. 

We should like the Sisters, the nurses, the doctors, 
all to be interested tactfully and practically in our 
mental and spiritual welfare and to be helpful each in 
his or her own degree. We should like to have good 
example all about us, an atmosphere of piety, sincere 
but not obtrusive, a zeal tempered and inspired with 
charity. We should like to have the Sisters and the 
nurses take an interest in us personally, in our soul as 
well as our body, be well prepared to explain and in- 
struct us, to encourage us to give up bad habits, to 
hearten us to do what is right. 

We should like to see in the hospital an abundance 
of good books—that is to say, if we realized our own 
best interests and surest means of instruction and 
spiritual improvement. To be allowed nothing but the 
cheapest and worldliest current print, to see nothing but 
best sellers of dubious ethics and trivial interests, to find 
it ten times harder to get a book at once interesting and 
edifying, instructive and appealing, than to pick up 
some innutritious or actually poisonous piece of reading, 
would surely dissatisfy us with the hospital if we had 
our own best interests, our spiritual interests at heart. 

Did we find in the hospital, that though quantities 
of money were spent in procuring bodily food and com- 
fort, there was a very strict and parsimonious economy 
in supplying mental and religious influences, good books 
in great abundance, beautiful pictures of such perfect 
art that the eye would not weary of their appeal, or 
lectures and conferences for Sisters and nurses which 
would inspire and encourage them, instruct and train 
them to excellent service of soul as well as body—then 
we should not think, if we were quite prudent and wise, 
that the hospital was doing everything for us to be de- 
sired. 

This raises a great ideal before hospital workers 
but it is not an unreasonable ideal toward which to 
strive. We may approach nearer and nearer to it. We 
may at least admit the principles and form the resolu- 
tions which will help to realize the ideal to a degree. 
This is the more necessary, because we can realize more 
than others, the importance and value of the mind, the 
heart and the soul, the necessity of spiritual influence, 
the need of religious instruction. We go farther than 
social service and aim at spiritual service through 
enlightenment, good influence, the creation of an 
atmosphere favorable to the development of that better 
self, that nobler, more god-like self which lurks in the 
possibilities of every human being but which in some is 
stifled, repressed and hindered by ignorance, bad habits, 
or the lack of religious training. 

One of the first steps toward realizing this ideal, 
at least in part, will be as we have several times before 
suggested, the generous buying of books and pictures, of 
a kind which can interest, instruct, and inspire Sisters, 
nurses, and patients. If there is any place in the hos- 
pital where extravagance is a virtue, and economy a 
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crime, it is here. To waste money on equipment, food, 


But it 
is hardly possible to be extravagant in buying good 
books and pictures. They are a permanent investment. 
They are worth endlessly more than they cost in 
Yet, curiously enough, the hospital 


heat, or supplies of other kinds, is extravagance. 


spiritual influence. 
authorities will sometimes be lavish in other expendi- 
tures, but will count the pennies when there is question 
of buying good pictures and good books, or of securing 
competent and interesting speakers to instruct and in- 
spire Sisters, nurses, and doctors. 

The patient who enters a hospital, is cared for and 
healed in body, and goes home without having experi- 
enced the mental and spiritual good influence which he 
has a right to expect in a Catholic hospital, certainly has 


good reasons for complaining. The most precious part 
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The develop- 
ment of social service in hospitals has made it very 
clear that the 
ares of the wheel on which suffering humanity is 
the the 
ignorance, and they will bring back illness again in a 
So, our hospitals are coming 


of hospital service has been denied him. 


ignorance, poverty, and illness form 


hound. Cure illness, leaving poverty and 
more aggravated form. 
more and more, to wish to cure the ignorance and 
poverty through social service, so as to complete their 
merciful mission of healing. All Catholic: hospitals 
must go a step farther and must see that spiritual ignor- 
ance and poverty are worst of all and most to be striven 
against and relieved. Then they shall have found the 
complete answer to that vital question, “What is best 
They will be fulfilling in the most 


complete way the teaching of the golden rule. 


for the patient?” 


Simplified Method of Hospital Cost-Accounting 


Arthur J. Peel, Consulting Accountant, Boston, Mass. 


CONOMY and efficiency in the management of 
public institutions are as important and essential 
as they are in business enterprises. One might 

vo even further and state that they are more important, 

as an institution of this character is often 
operating on public funds and money received from 
charitably disposed people. At the same time, it must 
not be overlooked that the keystone account by which 
mercantile and industrial enterprises are tested and 
judged, is not present in institutional accounting, espe- 
cially in hospital accounts; I refer, of course, to the 
With no account to reflect net 


inasmuch 


profit and loss account. 
loss or gain on operations, we are deprived of the means 
of determining mathematical certainty, the 
efficiency or inefficiency of the administration. 

It will be argued, of course, that since hospitals 
are not in business to make money, but to perform a 
great public service, regardless of expense—provided 
they can get the necessary funds—the only criterion hy 
which they can be judged is, whether they are perform- 
ing the service of amelioration and healing for those 
who need it, and training properly those who have 
chosen the medical and nursing profession as a life voca- 
tion. This is all perfectly true, but every dollar wasted 
or spent unnecessarily, every pound of food, material, 
or other supply misdirected or misapplied, means less 
service, and is an evidence of a lack of proper control 
of expenditures. It is, of course, impossible to offset 
hospital expenditure with a service asset, and then de- 
termine whether the asset is greater than the expense 
of operation. But no hospital can afford to spend sixty 
cents per meal for patients, when as good a meal, pre- 
pared, cooked and served with all the care and science 
desirable, can be procured in another hospital operat- 
ing under identical conditions, for 45 cents. No hos- 
pital authority should be satisfied with a general house 
expense of say $400 a month, when by the use of labor- 
saving machinery and equipment, and various other 


with 


scientific methods, another hospital of equal capacity 
and area, can do this work for $350 a month. 

The obvious answer to this is that no hospital 
authority would be satisfied, if he knew. That brings 
us to the crux of the situation. Without a scientific 
system of accounting, without a proper distribution of 
expense, and without the trained human element re- 
sponsible for carrying on this work, these facts cannot 
be known or developed. In this article and in another 
which will follow, it is intention to show 
what are those essential requirements, and what are 
the fundamental features of a modern and scientific 
accounting system for a hospital. At the same time, 
in order to be intensely practical, we must not lose sight 
of things as they are in the hospital world in respect 
to personnel and organization, ability to pay for service, 
and the handicaps of any institution dependent largely 
on public subscription for the sinews of warfare against 
disease. 

It will be my endeavor to so simplify this subject 
that institutions hitherto reluctant to launch out into 
a real and adequate system of bookkeeping—-because 
they have thought of it as something demanding high 
priced clerical assistance, expensive organization, and 
a heavy printing bill—will see that this view is fal- 
lacious, and will be encouraged to revise their account- 
ing procedure along the lines suggested. Let me state 
emphatically, that a thoroughly adequate and scientific 
accounting system for hospital management is not com- 
plicated, when properly planned and installed. 

During the war it was my privilege and oppor- 
tunity to have a large part in preparing and installing 
in government hospitals accounting systems which 
would develop, accurately and simply, reliable cost in- 
formation. The work had to be planned for the usual 
type of government employee with no special knowledge 
of cost accounting, nevertheless, the results achieved 
were of such a nature as to establish a new standard in 


my 
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CHART A. THE AUTHOR’S 


hospital accounting methods, which have been widely 
copied in private and public institutions. 

But, before we can develop reliable per capita costs, 
we must have an accurate and proper distribution of 
expense, otherwise the work of obtaining per capita 
and unit costs will be very burdensome and the results 
will be doubtful even when secured. One feature of the 
accounting system which will be outlined here is that 
from the word “Go!” it operates in the direction of 
costs per patient day, even though it fulfills the purpose 
of a general accounting system in every wav. In this 
article we will'discuss departmentalized expense, leav- 
ing the discussion of Unit Costs to the second article 
of this series. 

In order to assist the reader in visualizing the plan 
of hospital accounting, I have prepared a chart—Fy- 
hibit “A’’—which, while it does not profess to be com- 
plete in every detail, in skeleton is as complete as any 
accounts can be. The varying organi- 
and specialized purposes of different 
it inadvisable to set up any arbitrary 


chart of hospital 
zation, services, 
hospitals, makes 
plan of accounting divisions, in so far as these relate 
to hospital operations—that is, the distribution shown 
under the main heading of Operating Expense, on the 
chart. 

But, it is only under this heading, that there can 
be any variation in the grouping of accounts, or in 
nomenclature. While a Balance Sheet, in the sense in 
which the term is used in business, is not a form of 
statement used in hospital accounting, the accounts that 
go to make up a balance sheet should certainly be 
carried in the accounting records of the hospital. There 
is a wide-spread tendency on the part of public and 
private institutions to confuse assets with expense, and 
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this is due largely to the lack of a proper set of asset 
accounts. 

My own opinion is that it would be a good thing 
for every hospital to prepare and produce a balance sheet 
three months. It would prove a real aid to 
financing. No concern is in a healthy financial condi- 
tion unless the current assets exceed the current lia- 
bilities by a good margin. Fixed liabilities should 
never be in excess of fixed assets; 1 have investigated 
institutions in which the fixed assets were an unknown 
quantity, and the current assets so involved with charges 


every 


that were not capital charges at all, that it was only 
after a wearisome and expensive analysis that the rela- 
tion between current assets and current liabilities could 
be ascertained with any degree of accuracy. Surplus is 
the difference between assets and liabilities after reserves 
have been provided for. Tf the liabilities and reserves 
exceed the assets, then, instead of showing a surplus, 
the books will show a deficiency. But none of these 
balance sheet accounts enter into the operating expense 
of a hospital, and they are not in any way related to 
costs. 

The next group of accounts that will be briefly 
examined, is that pertaining to income, or revenue. 
Some of the accounts shown in this group may be 
accrued prior to receipt or collection. For instance, 
endowments may come under this head; but in most 
cases they are credited only when cash is received, or 
the bill made out. It is important that revenue ac- 
counts be properly classified, as knowledge concerning 
the sources of income is valuable at all times. T have 
audited hospital accounts where the records have been 
so inadequate and incomplete on this point, that it has 


been necessary to make a detailed analysis of every cash 
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entry in order to determine the relative value of sources 
of income. 

We now come to the most important section of 
hospital accounting—the operating group of accounts. 
It will be noted that these naturally group themselves 
into three divisions—administration expense, operating 
expense, and fixed charges. It is just here that con- 
siderable confusion often exists. If we are to develop 
from these accounts information that will enable us in- 
telligently and confidently to arrive at conclusions, and 
determine policies and methods, we must have first of 
all a very clear understanding of what should be charged 
to each class of expense shown in both the main and 
the sut-divisions. In the first place, let me call atten- 
tion to the fundamental principle which has been 
adopted here, which is to show expenditure by fune- 
tion and character, first, and then by object. This 
principle is pretty generally accepted today, except by 
governmental departments and institutions, though 
even governmental bodies are leaning in that direction 
now, and appropriating moneys, partly by function and 
partly by object, creating in this way a very sorry mess 
for the scientific accountant! For hospital executives 
looking for a maximum of value from their accounting 
records, there is no alternative. It is infinitely more 


important to know what medical and nursing services 
cost, than it is to know how much is paid by the hos- 
pital in salaries, or telephone, or postage, printing, or 
supplies. These things are useful, undoubtedly but only 


in relation to definite and departmental functions. Un- 
less we know exactly how much it costs to run the 
kitchens and bakeries, it is not going to help us to know 
that the weekly payroll for the hospital is $1000, or that 
the weekly bill with the provision dealer is $800. 

Another necessity that I would stress, is that all 
charges to departments must be made at the time they 
are incurred. The old idea of charging departments 
from the cash-book, that is, when bills are paid, is en- 
tirely unsatisfactory and exceedingly dangerous and 
misleading. It is impossible to obtain costs without 
accruing expenditure, unless every bill is paid when 
rendered, without any delay, and all salaries and wages 
paid up to the last day of the month, regardless of 
whether it is the regular pay-day or not, and whoever 
heard of a hospital paying its bills promptly! 

Let us dispose of the administration expense group. 
In a business concern this would be called office over- 
head; expense that is necessary to run a business but 
which is unproductive in the sense that it is not a direct 
cost to manufacturing or trading. In hospital work, it 
represents the expense of superintending, recording and 
general executive work. On general principles, every 
effort all 
direct to departments, if at all possible. 
pital there is much, however, that cannot be distri- 
buted direct to operating departments, but neither 
can it be charged to administration. This creates a 
necessity of establishing another account, which is a 


should be made to distribute expenses 


In a hos- 
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sort of “catch-all” for items that miss the other groups. 
In the chart I have shown this as fixed charges; as a 
matter of fact it is more than fixed charges, it is an 
account into which are thrown all charges that cannot 
be directly distributed to departments, when incurred, 
but must be dealt with later, on a pro-rata basis. This 
account is usually given the name of suspense, and 
eventually everything charged here must be charged out 
again to some operating account. While this may in- 
clude the fixed charges—that is, those charges that do 
not vary from month to month but which are distri- 
buted to departments on a pro-rated basis—the fixed 
charges are often direct charges. This is made possible 
by pre-determining the percentage of each item to be 
charged to departments. For example, take the de- 
preciation on equipment charges, these can be easily 
predetermined at the beginning of the fiscal year, and 
the monthly charge for each department will remain 
the same for one year following. 
item which may be treated this way, on the basis of 
But 


when we come to such items as light, heat and power, 


Insurance is another 
evaluation of equipment in each department. 


telephone, laundry, and so forth, these are variable fac- 
tors, and as a rule cannot be charged direct; they are 
charged therefore to suspense, and at the close of the 
month they are redistributed on the basis of floor area 
in the case of light, heat, and power; service and tolls 
for telephone, and actual counts for laundry. 

It will be seen from the foregoing that departmen- 
tal charges are of two classes, direct and indirect. 
Salaries and wages are always direct charges, except 
in eases where the personnel works in more than one 
department. There are other direct charges, as for in- 
the the kitchen, 
ambulance, and a few others; but the most important 
charge after salaries, wages, and labor,—that is, sup- 


stance, breakages in refrigeration, 


plies,—is never a direct charge, or at least, it shouldn’t 
be in a well-organized institution. This introduces a 
very important question and one on which more insti- 
tutions go wrong than perhaps any other. Proper con- 
trol of supplies is just as imperative as control of cash; 
there is only one way to secure adequate and com- 
plete control, and that is to charge all supplies to a 
stores account, and wherever possible, they should actu- 
ally be taken into a physical store. This does not only 
apply to food-stuffs, but to any form of consumable 
supply, including drugs, medical and surgical, cleaning, 
kitchen, fuel and everything else that comes under the 
heading of a supply. These supplies should then be 
issued to departments only on properly authorized 
requisitions, and these requisitions when filled should 
be sent to the accounting office where they should be 
filed until the end of the month ; then, before closing the 
monthly accounts and cost sheets, they should be 
charged to the departments concerned, and the stores ac- 
count should be credited with a like value. The general 
stores account in the ledger may be classified into as 
many divisions as may be found necessary, so as to 
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maintain separate accounts for each branch store. Such 
a control cannot be too strongly emphasized. In some 


institutions the waste and leakage that zoes on through 
lack of control are alarming, and totais a considerable 


sum during the 


year. This waste is due not only to 
carelessness and sometimes to dishonesty on the part of 


The 


relation between stores control and purchasing is very 


employees, but to improper purchasing as well. 


close, and good practice in the one case will react on the 
other. For example, with a proper control of stores, it 
is possible to obtain close estimates: of requirements 
This 


may result in buying in quantities that will allow for an 


based on filled requisitions over a stated period. 
appreciable reduction in price. Furthermore, it creates 
a basis for standardization and budgeting. 

The most important account, from a costing point of 
view, is maintenance of patients. This account is of 
such a nature that we must reserve full discussion until 
the next It here, that 
eventually all other operating accounts relate themselves 


article. may be mentioned 


to this account, since the object of all expenditure is to . 


maintain patients, providing subsistence and treatment, 
until they are dismissed from the institution. The cost 
of all food requisitioned each day for subsistence of 
patients, is charged directly to this account. 

In the general house expense there is one item that 
calls for special mention—renewals of linen, toweling, 
ete. Purchases of linen, when they increase the orig- 
inal inventory valuation, must never be charged to this 
account, but to either the equipment account or to the 
general stores account, depending on whether linen is 
But 


considered as equipment or a consumable supply. 
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linen that is purchased to replace that which has 
been worn out or destroyed, must be charged to re- 
newals, since the inventory value is not thereby in- 
creased by the purchase. 

Under the stores expense are charged those expendi- 
tures that are incurred for the purpose of running the 
stores, the dietitian’s department, and the steward’s 
office. 
organization of the hospital; this distribution may not 


Here is a case where much depends on the 


fit in at all with some organizations, but sufficient in- 
dication has been given already as to how to plan a 
proper distribution of expenditure. In any case, how- 
ever, the stores’ operating account is not charged with 
supplies. Neither is the kitchen account-charged with 
food supplies, but only with running expenses. The 
cost of fuel shown in the chart is fuel for cooking, of 
and must not be confused with an indirect 
charge which must still be made for heating. 


The laundry account is charged only with running 


course, 


expenses and not with linen purchased. 

In the engineering account we have some special fea- 
tures that call for particular care and attention. Fuel, 
here, is not the cost of coal, coke, oil, and wood pur- 
chased, but only the cost of fuel consumed. The pur- 
chase of fuel is a general stores charge, even though it 
goes on the dump and is located in close proximity to 
the power and boiler houses. Daily or weekly, a prop- 
erly certified voucher, showing the tons of coal used, 
must be sent in to the accountant, who will credit the 
stores account and charge the engineering department. 
If only heat is produced, then the cost of heat to a hos- 
pital is the cost of the engineering department plant in 
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operation. An institution manufacturing its own light 
and power, as well as heat, would have to pro-rate the 
cost of the engineering plant in operation, over the heat, 
light and power accounts in each department. 

In hospitals operating a farm and garden, it is neces- 
sary to segregate the operating expense in the manner 
shown on the chart. A farm is, of course, a productive 
department and would have to be credited with the 
market price of all produce, and a corresponding charge 
made to the stores account. This we will take up more 
thoroughly in the next article. 


I have very broadly sketched the outline of a well- 
planned and scientific departmental hospital accounting 
system. It remains for me to show how this information 
is to be gathered and recorded. One of the most useful 
and serviceable bookkeeping forms that has ever been de- 
vised is the cash-journal and invoice register sheet. 
This modern form of record has solved the problems of 
hundreds of institutions, and is so simple to operate that 
even a novice in accountancy, if he has a rudimental 
knowledge of debits and credits, can at least make a 
record that will establish a basis for a very valuable and 
development of accounts. This form serves 
three distinct purposes: (1) A record of all purchases, 
payrolls and charges, all entered at the time they are 
incurred; (2) a record of all payments and receipts of 
and (3) a record of all transfers of values from 


useful 


cash ; 
one account to another, or, from one department to an- 
other. By way of illustration, I have indicated on the 
specimen form shown here, Exhibit “B,” the character 


of, the entries that would be itemized in actual practice. 
The business of posting to general ledger accounts is 
simplified to the extent that it becomes almost auto- 
The columnar totals in the case of income and 


matic. 
expense accounts are summarized according to the object 
accounts to be charged, and these summarized totals are 
simply transferred to the corresponding ledger account. 
The additional columns in the cash columns, and 
headed “A/C” are for the purpose of showing a code 
number that may be used to identify each of the ac- 
counts shown in the chart “A” under the nine sub-heads 
below the operating accounts group. 


It is important to note that every accounting 
transaction is reflected in the cash-journal, thus estab- 
lishing one posting medium only. Charges to patients 
are ‘transferred as monthly totals to the cash-journal, 
debiting accounts receivable, and crediting patients’ 
accounts. Payments made by patients, or on their be- 
half, are entered in totals, daily, and are credited to 
accounts receivable and charged to cash account; and 
these columnar totals are transferred at the end of the 
month to the general ledger. From the cash journal 
are posted charges and credits to vendors’ accounts in 
the purchase ledger. These all appear in the accounts 
payable column, of course. At the same time the 
totals of the accounts payable columns are posted to the 
accounts payable control account in the ledger, and by 
this means we can tell exactly, from month to month, 
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the total liabilities to vendors of supplies, material and 
equipment. 

The form illustrated is a composite of some of the 
best forms in existence, with one or two special features 
added by the writer after studying closely the special 
problem of hospital administration. 

To revert to what has already been mentioned at 
the beginning of this article, while we are particularly 
concerned at this time with the general accounting 
needs, we have, in this form, the basic information from 
which will be developed unit and per capita costs, in a 
manner that eliminates all guesswork, and commends 
itself particularly to the busy man who is looking for 
short cuts, but who demands accuracy just the same. 
Our cost-accounting ties up naturally and scientifically 
with the general accounts, and is not, as is so often the 
case, a separate and distinct set of records bearing little 
or no relation to the primary and secondary bookkeep- 
ing records. One reason why so many hospitals are 
fighting shy of cost-accounting is because the executives 
feel that the obtaining of reliable costs is too expensive, 
and will duplicate bookkeeping. If the plan outlined 
herein, and which will be continued in the next install- 
ment, is intelligently and conscientiously followed, it 
will result in real cost data that can be relied upon for 
all practical purposes. 

SHORT COURSE IN HOSPITAL ADMINISTRATION 

The College of Hospital Administration at Marquette 
University conducted from Oct. 5 to Oct. 10, the first 
of its short courses in Hospital Administration. As part 
of the regular work of the college, the students have called 
to their attention at the beginning of the year by com- 
petent authorities fields, the knowledge of 
business organization, engineering, law, accounting and 
finance, and administration and organization that have 
some bearing on their problem. The purpose of this course 
is to make them realize the many sided character of the 
Superintendents from outside may 


in various 


hospital problem. 


attend this course. 

In addition to the regular students, there were pres- 
ent this week at the course Sister Mary Raphael from 
Johnstown, Pennsylvania; Sister Mary Alberta from St. 
Louis, Missouri, and Miss Mary A. Smith, from Green- 
ville, South Carolina, besides a number of people from 
the local hospitals. A more comprehensive short course 
will be given by the College of Hospital Administration 
beginning April 12 and extending through May 7, 1926. 
The nature of the course is indicated by the following 


outline of the week’s work: 

The Eminent Hospitai, Rev. C. B. Moulinier, S. J., Acting 
Dean, College of Hospital Administration; Personal problems 
(private conference with instructors); Principles of Organization, 
Dr. J. Freeman Pyle, Dean, College of Business Administration: 
Principles of Heating, Heine M. Stockder, Professor, Mechanical 
Engineering College; Principles of Ventilation, Heine M. Stock 
der; The Radiclogical Department, Dr. C. W. Geyer, Professor 
of Roentgenology. Medical School; Principles of Manarement 
Dr. J. Freeman Pyle; Conference, Dr. B. A. Fitzpatrick, Dean 
Graduate School; Standardization of Hospitals, Dr. Maicolm ‘. 
MacEachern, Director of Hospital Acitivities, American College 
of Surgeons; Conference, Dr. Malcolm T. MacEachern; Survey of 
Hospitals, Dr. Malcolm T. MacEachern; Sterilization, Mr. H. T 
Wyatt, Research Department, Scanlan Morris Co.; Hospital 
Linens, Mr. W. T. Doyle; Personnel Administration, Professor A 
L. Funk, College of Business Administration, Marquette Univer 
sity; Conference, Rev. C. B. Moulinier, S. J.; The Law of Hos 
pitals, Professor Carl Zollmann, Law School, Marquette Univer 
sity; Construction of Hospitals, Dean Frank French, College of 
Engineering, Marquette University; Hospital Accounting, Michael 
R. Kneifi, College of Business Administration, Marquette Univer- 
sity; Institutional Finance, Professor N. J. Hoffman, College of 
Business Administration, Marquette University: The Problem of 
Mental Cases, Dr. Rock Sleyster, The Milwaukee Sanitarium: 
Conference (including mental hygiene), Dr. E. A. Fitznatrick 
The Problem of the School of Nursing, Miss Adda Eldridge, 
Director of Nursing Education, Wisconsin. 
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C. W. Geyer, M.D., Milwaukee, Wis. 


N summarizing the work of the Hospital Confer- 
| ence of the Clinical Congress of the American Col- 

lege of Surgeons held last year, the essentials 
arrived at for the modern hospital are: 

1. There shall be an organized staff willing to 
assume the obligation of teaching interns by personal 
instruction and by menthly clinical conferences. 

2. The hospital must have a pathological depart- 
ment, suitable laboratories, x-ray equipment and roent- 
genologist, library and proper quarters for the interns. 

3. Real records of cases must be systematically 
taken and properly filed under the care of a librarian. 

t. The work of the interns must be regulated so 
that they will systematically take up history making, 
clinical laboratory work, x-ray, anesthesia, maternity 
cases, necropsies, responsibility for the diagnosis and 
care of patients, surgical dressings and operations, etc. 

The x-ray department is a very important diag- 
nestic and therapeutic department nowadays. It is, in- 
deed, a rare thing to find a hospital without an x-ray 
service. The rapid development, however, needs a word 
of caution and warning lest the quality of service de- 
teriorate. The principles of development and manage- 
ment are much the same as in the case of a clinical 
laboratory. The effective organization of an x-ray de- 
partment is of great importance, not only to the hos- 
pital, but to the patients and attending surgeons as well. 
The personnel of the x-ray department should consist of 
a radiologist who should be in charge. He should be 
a medical man, preferably one with clinical ality and 
experience, one who has sufficient experience in the 
general practice of surgery to be able intelligently to 
diagnose and realize the importance of x-ray findings 
to the clinical history and physical findings. It is 
always advisable, if possible, to have a young physician 
in training as an understudy. There should be as many 
technicians as the work of the institution may require. 
The x-ray department should be located adjacent to the 
operating room so as to promote team-work between 
the surgeon and the radiologist. There should be suffi- 
cient floor space to provide at least a waiting room, an 
office, a viewing room, operating room, fluoroscopic 
room, filing room and developing The equip- 
ment must be adequate to carry on radiological and 
fluoroscopic work as well as doing superficial and deep 
therapy where deemed advisable. 

In a hospital like the Marquette University Hospi- 
tal which is connected with the University, adequate 
space must be allowed for lectures and teaching the 
medical students. A record of work should be kept in 
the department and a duplicate copy sent to the ward 
to be attached to the patient’s file. Radiologists should 
be freely employed as consultants to the staff and should 
attend the staff meetings. It should be their privilege 


room. 


and duty to make x-ray examinations which, in their 
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judgment, might throw light on the condition of the 
patient. Thie activities of the department, like those 
of the clinical laboratory, should be confined to the in- 
stitution unless there is only one available x-ray in the 
community. 

The things we are most interested in are: how 
much space and expenditure should be given to the x-ray 
department, how such a department should be conducted, 
and the status of the attending surgeons and physicians 
to the roentgenologist in charge of the department. 

Radiology is the science of radiant energy and covers 
a very wide field. It includes roentgenology, which may 
be defined as the science of x-ray and which in its rela- 
tion to medicine is divided into two distinct branches— 
first, roentgenological therapy (treatment with x-ray), 
and second, roentgenological diagnosis (diagnosis of 
disease by the use of x-ray). Briefly, the roentgenolo- 
gist and physicist today are not exactly certain as to the 
status of the value of the x-ray in the treatment of dis- 
ease. While it is true that many types of disease, par- 
ticularly those which are not amenable to surgery and 
medicine, have been cured or relieved by exposure to 
the roentgen ray, yet many elements which enter into 
the case are not entirely understood up to the present 
time. It is not for me to trouble you with the worries 
involved in treating a case with x-ray. It is sufficient, 
however, to say that our present ignorance and end re- 
sults are due to: 

1. The fact that we are not entirely assured of the 
biological action of x-rays on living tissues. Some have 
considered this change due to radiation, a bio-chemical 
reaction ; others, an electronic change: and still others, 
a starvation of tissues due to coagulation, which takes 
place earlier in diseased than in normal tissues. 

2. The element of filtration of these rays is not 
entirely aluminum, copper, sole 
leather, etc., seem to have the happy faculty of permit- 
ting different types of x-ray to penetrate into the 


understood, since 


patient. ‘ 
3. The idiosyncrasies of some patients make it 
quite impossible to determine exactly the end results 
after having received an apparently justifiable amount 
of radiation. 

Roentgenology a New Science 

The science of roentgenology is only thirty years 
old. It was in 1895 that Wilhelm Conrad Roentgen 
made the announcement of his revolutionary discovery. 
Because of the novelty of this method as well as the fact 
that it contradicted principles that were supposedly 
established, its reception was immediate and enthus- 
iastic. 

Roentgenolgy was first used in depicting the bones 
of a human hand and its medical use was promptly 
taken up. For a long time its use was limited to 
the examination of bone, particularly to the exam- 
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ination of fractures. But it has long since passed 
this kindergarten stage and has now established itself 
as an integral and inseparable branch of medicine, and 
this by virtue of the sheer merit of the method itself. 
Its development has been the most rapid of all scientific 
apparatus. Even five years ago during our world war, 
our government spent more money perfecting X-ray ap- 
paratus and x-ray technique than for any other branch 
of medicine. Since this, evolution from the old static 
machine, the induction coil, and gas tube, the present 
cosed core transformer and Coolidge tube have revolu- 
tionized the science of roentgenology. 

Roentgenology, like everything else that is new and 
radical, has passed through the stage of over-enthusiasm 
or optimism, the pendulum then swinging back to pes- 
simism and scepticism, and it is now reaching its 
equilibrium in the stage of realism. The method has 
been abused, but, as with everything else, an intimate 
acquaintance with, or real knowledge of the method will 
promptly limit the abuses to which it is unfortunately 
subjected. 

At the present time roentgenology finds itself en- 
joying a healthy, normal position in the treatment of 
disease. It has been established and is now recognized 
as a necessary part of every thorough medical examina- 
tion. It has become inseparable from routine pro- 
cedure, reaching this stage because of several reasons. 
One of these reasons is the uncanny regard in which the 


public seems to hold it. It would appear that the aver- 


age layman considers the roentgenogram literally as a 


sort of type-written diagnosis. A second reason is that 
the courts of the land have decided in several instances 
that when a physician has failed to submit his patient 

a thorough seaching examination, he has fallen short 
in his obligation to that patient, and consequently it has 
been ruled in England as well as in America, that this is 
a breach of faith, or strictly speaking, a failure to exer- 
cise ordinary care, and to take advantage of the present 
modern, available methods. In some instances the phy- 
sician who has not given his patient an x-ray examina- 
tion has been considered negligent by the court, and this 
has been emphasized by awarding damages to the patient 
on this score alone. In one instance recently recorded 
a patient was awarded damages against a hospital and 
physician, to the extent of 1,000 pounds because of their 
failure to have a fracture of the forearm x-rayed. 
Therefore, it has been written in the court records that 
“Ordinary care” as implied to medico-legal and mal- 
practiee cases, requires a complete survey, including a 
physical and roentgen examination. 


An Aid to Accurate Diagnosis 
These are not the reasons to which the scientific 


physician would really pay much attention. The real 
reason which does appeal to him as a scientist, is that 
by the use of this method he can practice better medi- 
cine. He can do this because in an increased percent- 
age of cases his diagnosis can be more accurate or more 
nearly exact, and correct diagnosis is the keystone of 
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scientific medicine. As a result of correct diagnosis, 
it is reasonable for him to expect success to follow his 
treatment, because knowing where the defect lies, his 
method of attack may be rationally calculated and 
properly directed. It is quite unreasonable to hope for 
success even if the treatment is carefully planned and 
conscientiously executed, if it is misdirected. If a 
patient is treated for one condition and is suffering from 
another, it is obvious that the treatment is not going 
to be effective. 

Therefore, the fundamental reason for the use of 
roentgenology, the actual reason for the development 
of the method and the cause for its present status, is 
that by sheer merit, and really against very much oppo- 
sition on the part of a good many, it has forced itself 
into a position where it is now recognized by laymen, 
by the courts, and by the physicians as a necessary ad- 
junct to correct diagnosis and practice of medicine. It 
is here to stay and the future will reveal more and more 
actual use for it. 

A really interesting proof of this point is that the 
specialists in the various branches of medicine are the 
ones who are making use of it to the greatest extent in 
their own particular field. Being conversant with their 
own special branch, they know more of the intricacies 
and difficulties of diagnosis, and so appreciate better the 
aid and the value of this new ally. It is the general 
practitioner who has general ideas, although he may be 
claiming to be a specialist, who is averse to the method, 
and he is averse to it invariably on the grounds that he 
is not acquainted with it. The average physician of to- 
day is not well enough fitted to undertake roentgen ray 
interpretation. 
whose hands the roentgenologic interpretation is at 
present confided. Unfortunately, there are in this coun- 
try not many organizations interested in the prepara- 
tion of the roentgenologist. In England, the University 
of Cambridge and the University of Liverpool have now 
established courses covering a year which lead up to an 
examination and a diploma in medical radiology. 
happy to say that along with the Universities of Minne- 
sota and Michigan, Marquette University has underway 
one of the first post-graduate courses in roentgenology in 
this country. The same is true of Marquette’s course 
for those desiring to become registered technicians. This 
course covers a period of one year and besides the foun- 
dation of anatomy, physiology, biology, etc., together 
with physics and x-ray technique, the student receives 
actual experience in at least five of our leading hospitals 
in Milwaukee. 

The greatest problem in the past has been to edu- 
cate the physician as to the great value of the x-ray. 
The physician who graduated 10 or 15 years ago had 
absolutely no training in x-ray whatever, and present 
courses in medicine give only a meager idea of it tu 
the medical student. Is it any wonder that these men 
must be shown the light? I know of instances where a 
physician’s only knowledge of this science is through the 


This may be said even of many men in 


I am 
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dictations he has received from some aggressive sales- 
man or the discussions he has had with a technician. 
He has never thoroughly gone into the scientific aspect 
of it. He does not know the basic principles and con- 


sequently he is not to be blamed for his condemnation. 


He is just unfortunate. 

It is unforunately true, but nevertheless it is a fact, 
that there is a certain group of beings who, when they 
suddenly find themselves confronted by revolutionary 
ideas, cannot or will not adapt themselves to the new 
conditions. Due to mental lethargy they take the atti- 
tude that it is much better to condemn on the tactics of 
“IT am from Missouri” rather than to admit that the 
method has merit and that they are deficient in the 
knowledge and so in the appreciation of it. Then again 
there is a halfway group who refer to an x-ray exam- 
ination as a “picture” and the roentgenologist as a 
“photographer.” This, of course, is no reflection on the 
roentgenologist because before he can claim the name 
he must be a physician, he must be trained in clinical 
medicine and he must be particularly conversant with 
the fundamental branches of medicine which really com- 
prise diagnosis, namely anatomy, physiology, pathology, 
and radiology; and by radiology, I mean the physics 
and technique of the method together with the ability 
to know and to be able to correlate the findings from a 
roentgen standpoint, and to translate them into medical 
language. In other words a competent roentgenologist 
must be a competent diagnostician and consultant. 


Requirements for Efficient Use of the X-Ray 
Now just a word as to the fundamental require- 


ments of an efficient roentgen ray service in a hospital. 
First, the department requires equipment more or less 
complete, according to the service which it is to render. 
If its duty is merely to make pictures of fractures and 
dislocations, a technician, a bedside unit, and a lay phy- 
sician will get along admirably. If, however, the staff 
members wish to utilize the roentgen ray aid available 
in a well equipped hospital to the fullest degree possible 
under modern conditions, a generous equipment, plenty 
of space, and adequate personnel, both medical and 
technical, are absolutely necessary. 

Equipment. It is needless for me to go into equip- 
ment, since that is a long story and one in which the 
management of hospitals has little interest except to 
the extent that adequate roentgen ray service demands 
complete roentgenographic equipment. 

1. For radiographic work: An 
transformer, capacity 75-100 milliamperes. 

Combination table and tube stand for fluoroscopic 
and stereoscopic roentgenograms. 

Fluoroscopic equipment for study in both the hori- 
zontal and vertical positions. 


interrupterless 


Stereoscopic vertical plate changers for heart and 
Jungs. 

Viewing box, Stereoscope, dark room. 

2. For treatment work: 200,000 volt machine and 
accessories. 
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Lead-lined room. 

There is no question that the roentgenographic 
apparatus generally sufficient up to three vears ago 
(10” gap) may be employed satisfactorily for some 
therapeutic purposes, especially in superficially seated 
malignancies, various skin lesions, tuberculous glands 
and joints, certain blood disorders, and even in the 
treatment of fibroids and some other causes of menor- 
rhagia, but for deep therapy, in the true sense, as now 
employed at 200,000 volts or more, a specially con- 
structed deep therapy apparatus must be supplied. 

3. The intensifying screen, is no small item, at 
the outset, but it cuts down expenses and saves tubes, 
and with care the screen lasts a long time. 


Space Allotted to the X-Ray Department 
Unfortunately this has been the great bone of 


contention. Many large hospitals today find all the 
different kinds of instruments crowded into such small 
space that it is difficult to pick one’s way between the 
various pieces of apparatus. It is a wonder we hear of 
so few accidents occurring in roentgen ray departments. 
Some of these, few, however, have been tragic. In some 
quarters there seems to be a hold-over of the idea of 
fifteen or twenty years ago that the roentgen department, 
being more or less analogious to the photographic de- 
partment, requires only one or two rooms, for its func- 
tioning, and as new equipment is acquired, it is thrust 
into the old cramped quarters. Hospital directors who 
begrudge the space demanded by the roentgenologist 
would do well to visit such institutions as the Battle 
Creek Sanitorium, Mayo Clinic, and University of 
Michigan at Ann Arbor. 

It may be more or less tentatively stated that a hos- 
pital of 50 beds should have at least 400 square-feet 
floor space devoted to roentgen ray work. Up to 150 
beds, not less than 650 square feet, divided into rooms 
for treatment, roentgenography and fluoroscopy, dark 
Large hospitals should have 1,200 to 
3,000 square feet, including treatment rooms, roentgeno- 


room, and office. 


graphic and fluoroscopic rooms, office, film loading and 
developing room, filing, consulting room, laboratories, 
and waiting room, and a work room for mechanical de- 
University and teaching hospitals need 
more space for the provision of the necessary equipment 


velopment. 
for teaching purposes. Of course we must remember 
that no amount of luxurious equipment will make up 
for the lack of a competent physician roentgenologist. 

Organization. A hospital of 50 beds or more 
should certainly have a physician specializing as a roent- 
genologist. He may be only a visiting roentgenologist 
having work elsewhere. In the United States and Canada 
there are some 2,000 50-bed hospitals. Are there 2,000 
physicians with special roentgen training? It is mani- 
festly impossible and unthinkable to permit or expect 
any one but a physician to undertake the interpretation 
of the roentgen ray findings with any hope of trans- 
mitting to the clinician all the help which a roentgen 
ray is capable of giving. It is just as foolhardy to leave 
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MODEL FLOOR PLAN LAYOUT FOR AN X-RAY DEPARTMENT. 


The accompanying diagram is a fioor plan of a MODEL modern x-ray department of approximately 
a 150 bed hospital. The writer realizes that no floor plan could be drawn which would be fitted to more 
than one particular building, but the principles involved in these floor plans should be the principles 
involved in all floor plans of an x-ray department for any hospital, namely: 1. The therapeutic depart- 
ment should be separate from the radiographic department. 2. That between these two departments be 
the office of the roentgenologist, the waiting room for patients and the consulting rooms for the doctors. 
3. That each department (therapeutic and radiographic) and its rooms should be accessible to out-patients 
as well as to patients within the hospital. 4. That the x-ray department should be as close to the operating 
rooms as possible. 

In the accompanying diagram two treatment rooms are suggested with a single control outside of 
the lead-lined rooms. A waiting room for out-patients is accessible from the corridor across which corridor 
is the operating room. The radiographic department consists of an inner room for fluoroscopic work, 
an inner room for dark room, two outside rooms for radiographic work, whose control is taken off from 
a single transformer between the rooms and the power of which is under the control of the operator 
who stands outside of both rooms. A separate cystoscopic room can be operated with a smal] transformer 
which is attached to the wall, of 30 milliamperes capacity, with a cystoscopic table and buckey diaphragm. 
Plenty of dressings rooms and lavatories are situated at convenient places. This model plan is constructed 
in the wing of the hospital, with the outer wall along one entire side and the corridor on the inner side. 










The writer feels justified in submitting this model plan in view of the fact that so few plans are 
available at the present time for the construction of modern, convenient and accessible arrangement of 


an x-ray department. 
the reading of the x-ray plates to a technician as it would 
be for a surgical nurse to operate for appendicitis, even 
though she may be perfectly qualified. 

A hospital of 150 beds or more should not be con- 
sidered complete without a full-time physician roent- 
genologist on its staff, and the members of the staff 
should avail themselves of the opportunity to consult 
with the roentgenologist freely and frequently. 

Technical Help. 
made to establish a standard of training for the roentgen 


Today a concerted effort is being 


ray technician, and provision should be made for proper 
certification of this training when it has been completed. 
The technician should never attempt to extend his activ- 
ity beyond the technical work into the domain of diag- 
nosis. Diagnostic work lies outside the province of the 
technician. 

The Records. 
ing and should be furnished at least in triplicate. 


The records should be made in writ- 
One 
copy for the attending physician, one copy for the roent- 
gen ray department and one for the hospital archives. 
Whether or not the patient requires a copy of the report 
will depend upon the custom of the hospital. Person- 
ally I can see no object in giving the patient a copy of 
his report, since it only opens up the chance of difference 
of opinion, misunderstandings, and unnecessary annoy- 
ance from an inquisitive patient. 

The x-ray report constitutes only a part of the clini- 
cal examination of the case and the roentgenologic report 
as such has no business in the hands of the patient. We 
do feel, however, that the patient is entitled to a written 
summary of his case; this summary should be made hy 
the clinician in charge of his case. 

X-Ray Films. To whom do the films belong? 
Surely not to the patient, for he pays not for a “picture.” 
but for an examination and he is no more entitled to the 
“picture” than he is to the cover slides containing the 


microscopic sections of tissue in his case, or the smears 
of blood used for making ordinary or differential blood 
counts. The roentgen ray films constitute only a part 
of the examination and really form a necessary part of 
the hospital records. Wise laws are being passed in a 
number of states and provinces compelling hospitals to 
retain their roentgen ray films for two years or more. 

A film library consisting of 600 or 1,000 films 
would be of value to any hospital. The library ought to 
be limited to this number, the films ought to be properly 
sorted and classified and exchanged only for films 
superior in quality. Such a Jibrary cross-indexed and 
with suitable notes, will prove of great value to the staff 
A certain number of staff meetings each 


the The 


science of roentgenology is almost as broad as medicine 


in many ways. 
vear should feature roentgenologic work. 
itself and every department should participate in the 
discussion. 
Summary 
The primary object of a roentgen ray department is 
Tf that 


is true, and I am sure we all know it is, the following 


not to make pictures but to supply information. 


facts are of prime importance in the modern hospital. 

First, the recognition of the fact that roentgenology 
has a very important place as a diagnostic as well as 
therapeutic agent. 

Second, roentgenology is a specialty in itself and 
the x-ray laboratory should be in charge of a competent 
roentgenologist (physician). 

Third, the roentgenologist should not be treated as 
though he were perpetually on examination and each 
patient sent to him as a catch problem, but instead he 
should be treated as a colleague, a consultant and pro- 
vided with every fact likely to assist him not only in the 
interpretation of the case in hand, but also in his de- 
velopment into a better, broader and more useful clini- 
cian. 





































































Fourth, the apparatus and space allotted to the 
x-ray department in a hospital must depend upon the 
class of work to be done. But again this resolves itselt 
into the fact that x-ray is necessary and must be done 
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thoroughly. There is no more excuse why a hospital 
should not be properly equipped to do x-ray work than 
there is for a hospital to be too small to have sufficient 


artery forceps to stop bleeding in a surgical operation. 


Methods of Teaching in Schools of Nursing 


By a Sister of Charity of Providence 


EADERS in general education differ in the terms 
R they use to express the results that education 
should secure, but for the objectives of nursing 
education I like to apply Strayer’s theory to the nurse. 
“Education is worth the difference it makes in the 
activities of the individual who has been educated.” 
The question is not how many books did we compel the 
nurse to read; how much does she know of anatomy, 
physiology, bacteriology, dietetics, ethics and history of 
nursing, but rather what use does she make of this 
knowledge. Still more important, are these differ- 
ences in her activities desirable from the point of view 
of the group in which she lives? It is important, then, 
that we should consider, before we discuss the function 
of the teacher in bringing about changes im student 
nurses, the ends which it is desirable to attain. 

A nurse in training is at work forming habits of 
thought, feeling and action, acquiring knowledge of 
nature and of society, forming ideals which make for 
social well-being, and learning in all this work her 
responsibility to function in the society of which she 
isa part. “This is education,” says Strayer, “and these 
are the goals we should strive to achieve every day and 
every hour that we teach.” 

Knowledge is essential to efficiency in any work. 
The nurse must know what is essential to good health, 
else she may undo, by reason of her ignorance, all that 
heredity and science have done for herself or her 
patient. If one is to be successful she must possess 
accurate information for guidance in her work whether 
she teaches, nurses, operates a laundry, or runs an auto- 
mobile. Knowledge likewise increases the perception of 
one’s duties, the pleasure to be derived from leisure 
moments and the ability to discern the right or wrong 
in the course of action. In the discharge of its func- 
tion the school of nursing, like other institutions of 
learning, should equip its students with large and exact 
funds of knowledge. 

The nurse, moreover, may not he content with 
general knowledge only, but she must have scientific 
knowledge that will function in behalf of humanity for 
prevention of disease and care of the sick. Knowledge 
that will function is not theory alone, but theory carried 
into practice. 

Both experience and scientific studies have shown 
us that most of our knowledge, fortunately, is used 
without conscious effort. As far as possible our fund 
of knowledge should be reduced to the plane of habits 
and skills. To this end the teacher should direct a 
large part of her endeavor particularly in the prelimi- 
nary year of the nurse’s training. The greater the field 
of activities reduced to subconscious direction the 


larger the energy left free to overcome new difficulties, 
to grasp new problems. The individual is lost who 
has to stop and think at every step. Make no apology, 
then, for introducing habit drills; a great many points 
of practice that at first are matters of conscious atten- 
tion become, from constant use, automatic. To form 
habits means long weeks or months of repeated acts, and 
devotion. 

Besides a fund of knowledge and the correspond- 
ing and appropriate body of habits and skills, a nurse 
who would be efficient in her profession needs a whole- 
some right attitude toward her work. The right atti- 
tude toward any type of work requires that one finds 
joy in the work itself; that one’s primary interest is in 
the occupation rather than in the salary and that one 
be persevering and conscientious in carrying it for- 
ward. A nurse who is dependable and upright, who 
differentiates as to values, discerns the right and the 
wrong of human actions and considers the welfare of 
others, usually finds that these characteristics bring 
ample reward. 

The nurse then, should he trained to do her work 
cheerfully. In order to reach this standard and per- 
form satisfactorily the serious tasks of her profession, 
she must have some leisure time. We are coming to 
realize more than ever that the work of the world, to 
be done well, needs to be done joyfully. In conse- 
quence, while the number of working hours is decreas- 
ing, the number of leisure hours is constantly increas- 
ing. Whether the increased leisure time is to be a bane 
or a blessing depends upon how it is used. In the in- 
terest of health, of efficiency, of morality and even of 
work it is highly important that every nurse spend her 
leisure time wisely. 

In order that the nurse may spend her spare time 
in such a way that the results will be beneficial to all 
concerned, a certain mental equipment is necessary. 
This means that the school should develop in each stu- 
dent nurse such standards and predilections as will lead 
her to choose only acceptable and wholesome recreation. 
Her ideal must be that of a noble self, so clean, so fair- 
minded, and so void of littleness that all that is un- 
clean, or unfair, or mean is repugnant. 

She must have not only these ideals and feelings 
which will strongly influence her, but also such intel- 
lectual interests and physical and social activities that 
whether alone or with others she may never be without 
means of entertaining herself. The ear has only to be- 
come accustomed to good music to care for the best and 
reject the bad. Usually an eye trained to appreciate 
color and form is sufficient to make one enjoy all out- 
doors. The field of leisure interests is extensive. It 





















includes activities which are physical, intellectual, 
social, aesthetic and ethical. Our schools of nursing 
should make provision for those studies and activities 
that are only indirectly of commercial value, but which 
provide recreation and add to the joy and zest of living, 
as well as for those that are more directly professional. 

Before taking up a detailed discussion of any 
phase of classroom practice it may be well here to show 
in diagram the objectives of any phase of education in 
our schools of nursing, be it physical, vocational, avoca- 
tional, civic, religious or moral, as presented in this 


article. 
PHASES 


OBJECTIVES 
Attitudes 


—_ aa = 

Knowledge! Habits! Perspectives|Standards|Prejudices 
Physical | | 
Vocational 
Avocational 
Civie 
Religious 
Moral | | - 
Perspectives, Standards and Prejudices are classed as attitudes 


Perspectives are neither work nor habits. They 
look with wisdom into the future. They are hackward 
views which give forward views. 
spective in any other field but the one in which she is 
thinking and acting. 

Standards are primarily intellectual products; at 
the outset of any line of work they are very conscious 
but eventually they function automatically. 

Prejudices are built up out of the emotional life. 
These prejudices are necessary when they are properly 


One can have no per- 


directed. 
and standards that are undesirable. 

Knowledge, Habits and Attitudes equal the equip- 
ment to be carried over to the individual student nurse 
through her education. 

Can these objectives operate in a school of nursing 
I think they 
can, providing the teacher realizes her responsibility, 
meets it with proper preparation and keeps these objec- 
tives constantly before her. 

Our attention now turns to the classroom where 
we must expect the major results of scientific nursing 
matters not, however, 


Low types of individuals react to prejudices 


as well as in any other field of education ? 


education to be achieved. It 
with what perfection the desired results of nursing edu- 
cation may be conceived nor with what care the agencies 
for achieving them may be worked out in theory, the 
school of nursing will accomplish little of value unless 
what takes place in the classroom can be worked out in 
practice in the different departments of the hospital. 
The modern progressive classroom presents many 
features which stand in marked contrast to those which 
prevailed universally but a decade ago. The rate of 
progress in nursing education has been too rapid per- 
haps for everyone to appreciate, and many stand bewil- 
dered and as it were in a state of intellectual giddiness, 
when they attempt to obtain a comprehensive view of 
what is now required to make a professional nurse. 
Some points which distinguish the new improved 
classroom from the older type are: (1) More definite 
objectives, (2) better subject matter, (3)* improved 
methods of working and learning, (4) a more desirable 
attitude toward nursing education. 
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It is, of course, necessary for one who would under- 
stand modern nursing conditions or problems to know 
of the past out of which our modern nursing has grown. 
History of nursing furnishes a background without 
which our current problems could not be reasonably at- 


tacked. Can Knowledge, Habits, and Attitudes be 
taught through the history of nursing? Yes. through 
every page. What would nursing stand for divorced 


from a knowledge of the lives of such forerunners in 
the work as St. Vincent de Paul, Florence Nightingale, 
Linda Richards, Jane Delano and an army of othe: 
workers who have raised nursing to the dignity of a pro- 
fession and who have been an inspiration to a multi- 
tude of followers that have chosen nursing as a life’s 
work? The subject of bacteriology, too, would mean 
more to the student nurse if it were introduced by the 
reading and discussing of such books as Paget’s “Pas- 
teur and after Pasteur” or chapters from M. Vallery 
Radot’s “Vie de Pasteur” which has been translated 
into English by Mrs. R. L. Devonshire; even the intro- 
duction to this book, by William Osler, would enable 
the student to approach the subject with a deeper appre 
ciation and a more desirable attitude. 

A very interesting and valuable prelude to the 
study of surgery might be the reading of “The Edin- 
This book 
takes the reader from the period of barber-surgeons 


burgh School of Surgery before Lister.” 


down to the days of aseptic surgery and shows in per- 
Many 
other references could be cited in connection with differ- 


spective the remarkable evolution of this science. 


ent subjects in the curriculum, but these will empha- 
size the point I wish to make, that opportunities for 
growth and intellectual activity should not be found 
wanting in our schools of nursing if our student nurses 
are thoroughly to enjoy their studies. 

Perhaps it would seem that the already crowded 
curriculum does not provide for this collateral reading 
and that the pressing duties of a nurse’s life do not give 
her many free moments. Unfortunately that is too true, 
but still, I believe with Dr. Channing, that the more we 
have to do the more we can do. This reading may be 
a means of using leisure hours advantageously as well 
as creating a taste in the individual for inspirational 
and valuable reading. 

The teacher who would stimulate the student to 
her best efforts must herself be interested in the work 
in hand. Such a teacher never reaches a place where 
preparation is not necessary; even when a teacher has 
taught for years, and that successfully, it is dangerous 
for her to go over the same material in just the same 
way. The fact that she tries to repeat will diminish 
her interest and enthusiasm and make it correspond- 
ingly dull for the student. The older teacher and per- 
haps what may be called the most experienced one, may 
be able to keep order and teach something with very 
littie preparation, but her best work will be done only 
when she has planned it very carefully. 

The teacher who has prepared her work will have 
a definite object in view in each recitation; she will see 
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that the student also has a clear idea of the purpose of 
the lesson ; otherwise, the young nurse is led on blindly 
According to 


and cannot use her past experience. 
McMurray, “The aim should be concrete, definite, short, 
and attractive.” It is important to repeat until it is 
well fixed in the student’s mind and at the close of the 
recitation recall it to discover if it has really been ac- 
complished. 

A good aim, the best edneators tell us, becomes a 
standard both to the student and to the teacher for 
judging the value of contributions to the subject. It is 
so easy in a school of nursing for a class hour to degen- 
erate into a conversation that aims at nothing and ac- 
complishes nothing. But when all are conscious of a 
fixed aim, reference to it will determine whether or not 
certain material is worth attention. 

In the preparation of a lesson plan a very impor- 
tant step is to know thoroughly the subject to be 
taught; this should be a broad knowledge of it from 
various points of view. A thorough study of the 
material to be presented should be made before going 
to the classroom. There is no method of teaching 
which can take the place of a well-rounded knowledge of 
the topic to be treated. The teacher should gather an 
abundance of material bearing on the lesson, from every 
journals, magazines, daily 

This knowledge should be 


available text, 
papers, books, charts, etc. 


grouped around a few coordinate heads to make it com- 


source : 


prehensible. 

A good lesson plan will include pivotal questions 
which will serve to call for the data as indicated by the 
main topics given in the organization of the subject 
matter. In a well-organized plan the teacher will pro- 
vide for summaries as each point is covered. 

Illustrative material is also a part of a good plan. 
This will include books with reference to chapter or 
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page, nursing literature, pictures, x-ray films, charts 
which may be consulted during the recitation. 

Teacher and student are very often disappointed 
because of lack of materials which could have been at 
hand had the teacher only thought about the lesson be- 
fore coming to the classroom. 

The opportunities for motor expression, other than 
reciting or discussing should be noted in the plan, con- 
structive and demonstrative work, and graphic repre- 
sentations on the board may make the difference be- 
tween success and failure in a recitation. 

The assignment will naturally grow out of a well- 
It should involve real issues for the 
student to meet. The questions that will arise during 
the recitation and are left unanswered will make splen- 
did matter for an assignment. The assignment should 
It should be more than, “take the 
next page or chapter.” So important is the assigning 
of a lesson that I shall leave it to a subsequent paper 
for a more complete discussion. 


Summary 
1. The elements that enter into a good lesson plan. 
A. The clear statement of an aim or an end that is 
within the grasp of the class. 
A thorough knowledge of the subject matter. 


planned lesson. 


be a really live one. 


B. The organization of material. 
C. Pivotal questions. 

a. Thought-provoking questions prepared in ad- 
vance to guide the student in the development 
of the topic, as well as to stimulate her to her 
best thinking. 

D. Provision for summaries. 

a. To give new points of view. 

b. To show the relation of the lesson to the whole 
subject. 

E. Illustrative material. 

a. Material previotsly prepared. 

b. References to charts, books, journals indicated 
definitely to save time and conserve interest. 

F. Provision for assignments. 

a. A good lesson makes provision for definite pro- 
gress and makes clear the questions yet un- 
solved. 

Note: The next article will be a complete set of lesson plans 


in History of Nursing and Ethics. 


X-Ray Technique 


Fourth of a Series of Illustrated Articles by James F. Kelly, 
X-RAY EXAMINATION OF THE ANKLE AREA 

In the x-ray examination of the ankle area, two 
views are essential, lateral and antero-posterior. 

1. The lateral view of the ankle area should show 
the lower third of the bones of the leg and practically 
all the tarsals. Figures 45 and 45a represent the lateral 
ankle posture and the lateral ankle x-ray picture, re- 
spectively. In x-raying the ankle, the injured side 
should be placed against the film. Stereoscopic views, 
either antero-posterior or lateral may be taken if re- 
quired. As in all bony or joint conditions, in the very 
old or very young, both sides should be taken for com- 
parison. This is also true in any disease attended by 
marked loss of lime salts, generalized destruction, as in 
T. B., loss of lime salts from a long period of disuse, 
etc. No ankle area may be declared negative which 
does not give a good lateral view of the lower third of 
the fibula and the outer malleclus. It is quite common 





M.D., Assistant Professor of Radiology and Physiotherapy, 
to see an oblique fracture in the lower third of the 
fibula on the lateral view, which is impossible to see 


on a very clear antero- posterior view. 


— 

















FIG. 45. POSTURE FOR LATERAL VIEW OF ANKLE AREA. 
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X-RAY EXAMINATION OF THE LEG 
The necessary views on this examination are 


: antero-posterior and lateral. 





































FIG. 46A . X-RAY PICTURE RE- 
SULTING FROM AN EXPO- 
SURE IN POSTURE ILLUS- 

TRATED IN FIGURE 46. 








1G. 45A. L | X-RAY PICTURE MORE OF THE ANKLE FIG. 47A. X-RAY PICTURE RE- 
FIG. OA. ELE AREA. JOINT SHOULD BE SULTING FROM AN EXPO- 
oR SHOWN IN THE SURE IN POSTURE ILLUS- 
1. The antero-posterior posture is illustrated in PICTURE. TRATED IN FIGURE 47. 
Figure 46 and the x-ray film resulting from an ex- X-RAY EXAMINATION OF THE KNEE 


ny ¢ § y Vs ¢ } 7 2 c ye) : j “ > 
posure in this position is illustrated in Figure 46a. At The x-ray examination of the knee should include 
least one joint should be included in this picture. The ‘he /ower third of the femur and the upper fourth of 


joint nearest the site of pathology should be included. the tibia and fibula. The usual views taken are as fol- 


lows: 
1. Antero-posterior (Fig. 48). The film should 
rest ageinst the posterior surface and the cone should 


2. The posture for the lateral exposure is illus- 
trated in Figure 47 and Figure 47a represents the 


x-ray film resulting from this exposure. 
be tilted toward the pelvis about five degrees beyond a 





right angle tilt. This tilt enables the central ray to 
pass through the joint space to a better advantage than 
a direct right angle position. Figure 48a represents 
an A. P. view of the knee area. 























FIG. 46. POSTURE FOR ANTERO-POSTERIOR 
VIEW OF BONES OF THE LEG. FIG. 48. POSTURE FOR ANTERO-POSTERIOR VIEW OF THE 
KNEE AREA. THE FILM SHOULD BE IN CLOSE CONTACT 
WITH THE POSTERIOR SURFACE OF THIS AREA AND 
THE CONE SHOULD BE TILTED TOWARD THE 
HEAD FIVE DEGREES BEYOND A RIGHT 
ANGLE POSITION. 














FIG. 49. POSTURE OF LATERAL VIEW OF THE KNEE AREA. 
LEG SHOULD BE SLIGHTLY FLEXED AND CONE SHOULD 
BE CENTERED WELL FORWARD OVER THE PATELLA 
UNLESS THE HEAD OF THE FIBULA IS TO BE 
DEMONSTRATED, THEN THE CONE SHOULD 

FIG. 47. POSTURE FOR LATERAL VIEW OF BE CENTERED POSTERIORLY AND 














THE BONES OF THE LEG TILTED SLIGHTLY FORWARD. 
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FIG. 494A. LATERAL X-RAY 
PICTIJRE OF THE KNEE 
AREA. LEG SHOULD 
BE FLEXED MORE 
THAN IN_ THIS 
ILLUSTRATION. 


FIG. 48-A. X-RAY PICTURE 
RESULTING FROM EXPO- 
SURE ILLUSTRATED 
IN FIG. 48. 


2. A Lateral (Fig. 49) knee picture should be 


taken with the leg slightly flexed as this raises the 
Figure 49a is an x-ray 


patella away from the femur. 
picture of the knee area without sufficient flexion of 


the leg to lower and separate the patella from the femur. 














FIG. 50. POSTURE FOR POSTERO-ANTERIOR VIEW 
OF THE KNEES. CONE IS TILTED FIVE 
DEGREES TOWARD THE FEET. 





FIG. 50A. X-RAY PICTURE RESULTING FROM EXPOSURE 
IN POSTURE ILLUSTRATED IN FIG. 50. 














FIG. 51. POSTURE FOR ANTERO-POSTERIOR VIEW OF THE 
HIP AND ADJACENT PORTION OF THE PELVIS. 


3. Occasionally one will want a postero-anterior 
and in this case the tube is tilted five degrees toward 
the feet, as illustrated in Figure 50. In the quite old 
and the quite young for comparative purposes, it is often 
an aid to take both the normal and suspected side on 
one exposure. This is practically essential in T. B. 
joints. Figure 50a is an x-ray picture resulting from 
the posture illustrated in Figure 50. 

X-RAY EXAMINATION OF THE HIP 

An x-ray examination of the hip joint should show 
the upper third of the femur and the adjacent half of 
the pelvis with its sacro-iliac joint (Fig. 51). A plate 
sufficient to cover this area should be used. Stereo- 
scopic Bucky diaphragm pictures give the most infor- 


mation. 











. 51A. X-RAY PICTURE RESULTING FROM EXPOSURE 
IN POSTURE ILLUSTRATED IN FIG. 51. 





——— 


FIG. 52. ANTERO-POSTERIOR POSTURE FOR PELVIS, BOTH 
HIPS, OR SACRO-ILIAC AREA. (FEET SHOULD BE 
TIED TOGETHER WITH TOES POINTED TOWARD 
CEILING WHEN THIS PICTURE IS TAKEN.) 
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FIG. 52A. X-RAY PICTURE RESULTING FROM EXPOSURE 
IN POSTURE ILLUSTRATED IN FIG. 52. 


X-RAY EXAMINATION OF THE COMPLETE PELVIS 
Dr. Kelly—Continued 


"a complete pelvis consists of the following 
bones: Two ileum, two ischium, two pubes, all 
of the sacrum, all of the coccyx, both hip joints 

An 
x-ray examination of the pelvis should be stereoscopic on 
14x17 (or smaller for children) films, using the Bucky 
Diaphragm. The plates should be placed transversely 
across the pelvis so as to include at least, the greater 


and upper portions of both femurs (Figure 52). 


trochanters of each femur. To do this it may be neces- 











FIG. 53. PICTURE OF THE DRY SKELETON SHOWING 
THE BONY STRUCTURES OF THE AREA 
X-RAYED IN FIG. 52A. 


sary to go as high as 30 or 32 inches from the film but 
more time, longer gap, ete., will compensate for dis- 
tance. The shift should be up and down, i. e., parallel 
to the long axis of the vertebrae column. 

Fractures of the pelvis, since this is a ring-like 
structure, and, when broken at one point, frequently 
gives way at some distant point in the circle, should 
always be pictured in their entirety and should always 
be stereoscopic. No exception to this should be per- 
mitted. For joint and other changes in the real young. 
for T. B., Perthe’s Disease, etc., or for the quite old, 
showing doubtful senile or possible infectious arthritic 
change, the entire pelvis should be pictured. In this 
way comparative reports may be given out, putting one 








SKELETON SHOWING THE 
PLATE AND 
AN X-RAY 


DRY 
AGAINST THE 
IN MAKING 


FIG. 54. PICTURE OF A 
POSITION OF THE COCCYX 
THE TILT OF THE CONE 
PICTURE OF THE COCCYX. (X-RAY PICTURES, 
OF PELVIS, HIP JOINT, LOWER LUMBAR, 
SACRO-ILIAC AREA OR COCCYX SHOULD 
BE MADE STEREOSCOPICALLY.) 


side against the other and determining the significance 
of localized changes. 

Figuer 52a is an x-ray picture resulting from an 
exposure taken in the position illustrated in Figure 52. 

Figure 53 is a picture of a dry skeleton with the 
tube centered over the pelvic area. This picture will 
serve to show the distance from the spine of the ileum 
to the plate, and it also shows the distance of the hip 
joints from the plate. 

Figure 54 shows the tilt required necessary to ob- 


tain a picture of the coecyx. Stereoscopic pictures in 


this position will give a good view of the coccyx. 


NURSES’ RETREAT AT ST. FRANCIS HOSPITAL, 
WICHITA, KANSAS 

Forty Catholic nurses made a retreat at St. Francis 
Hospital School for Nurses, Wichita, Kansas, which was 
conducted by Reverend Miller, C. SS. R. The retreat of 
three days was very profitable and intéresting. These 
days were spent in prayer, meditation, and spiritual read- 
ing with periods for rest and some work in the hospital. 
The conferences were illuminating and uplifting, giving 
the nurses renewed inspiration for good Catholic philos-- 
ophy of life and for Christ-like service to others. Many 
of the non-Catholic nurses found it possible to attend the 
lectures in the evening. 

The fruits of this retreat can probably be best judged 
by the number of daily communicants. A month has 
passed since the nurses made this retreat and there is a 
sixty-five per cent increase in the number of daily com- 
municants. 

ST. FRANCIS TRAINING SCHOOL OPENS SCHOLAS- 
TIC YEAR 

St. Francis Hospital Training School for Nurses, 
Wichita, Kansas, opened its scholastic year September 14, 
1925, with an enrollment of seventy-six students of which 
number thirty-six are members of the Junior and Pre- 
paratory classes. Professor Baldwin who has been added 
to the staff of instructors, has made arrangements to send 
the preparatory students to the Wichita High School for 
a sixty-four-hour course in chemistry. 

A student's orchestra has been organized for members 
of the Preparatory class. Two basket ball teams have also 
been organized. These with the Student Club, Dramatic 
Club and Glee Club, will provide ample opportunities for 
satisfying the social and recreational needs of the stu- 
dent nurses. 

Of the total enrollment, thirty-six are high school 
graduates and nine of the thirty-six had one or more years 
of college. Four of this number have taught from one to 
five years. Forty of those enrolled have not completed their 
high school education, nine having had three years of high 
school work, sixteen, two years of this work and the re- 
maining fifteen only one year high sthool training. 
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PHYSICIANS AND THEIR LOCATIONS 
ECENTLY the 
the work of 
woman in Chicago, who has developed an office 


press featured an item = con- 


cerning an enterprising young 
dealing with a sort of Registry and Clearing House for 
doctors lacking 


By the fact that she has developed a successful 


unlocated and communities medical 


service. 
business, which is said to be rapidly growing, additional 
proof is given that the matter of a physician’s location 
later when established, is a rather vital 
issue with all concerned. 


It is generally agreed that a doctor should first be 


success, 


and 


a gentleman, next, a good citizen, and finally a balanced 
professional man, in order to serve his family and his 
At the same time, that his 


is entirely 


fittingly. in order 


best professional side may materialize, it 


country 
necessary that he be happily and suitably, as well as 
to be 


profitably employed. It possible for a beggar 


both a gentleman and a good citizen, but no one would 
advocate this status as producing for the average indi- 
vidual native courtesy or solid patriotism. 


It now requires a long time—seven or eight years 
after high school training—to introduce an individual 
to the practise of medicine. This is far too expensive, 
and time-consuming a preparation for us to be justified 
thereafter that to blind chance. 
Nevertheless, a very large number upon whom this care 
and training has been bestowed have either been unsatis- 
factory material to begin with, or they have fallen into 
such an environment, that ten to twenty years later one 
finds them unhappy, thwarted in ambi- 
tion and professionally senescent. 

Where 
move to? 

Great natural laws 


work about us—moving 


in leaving person 


unsuccessful, 


should they locate? Where should they 
and forces are constantly at 
sometimes like earthquakes— 
but and hidden—zglacial in their 
character, but always as inevitable, as imponderable as 
the masses of ice that once covered our land. 


The trends of people, the influence of roads, the 


more usually slow 


American penchants for machines—whether agricul- 
tural or industrial—all these are lessening the number 
of farmers, while ever increasing their products. It is 
said that three farmers properly equipped with machin- 
ery can now do the work formerly done by five who were 
poorly equipped. The urban concentration tendency is 
too noteworthy to fail to influence many 
physicians in their choice of location. 


becoming 
These varied 
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economic movements become in 
that 


fact the very 


“Magic 
# some to exalted positions or the 


Carpet carries 


millstone that drags others down to the commonplace 
and the indifferent. 
Not all doctors, by any means, should seek the 


larger cities. There are many agricultural areas ready 


and eager to provide splendid opportunities for the 
right men. But every crossroad hamlet doesn’t need a 
doctor, for with our fine roads and possibilities of ambu- 
lance service, patients may be brought increasing dis- 
tances, safely and profitably. 

Many physicians become impecunious and dissatis- 
but for lack of 


Agencies, such as the one here mentioned, 


fied, 
work to do. 


not for want of initiative and skill, 


have no doubt, under proper supervision, a very useful 


place. Here is another field for active, earnest, and far- 
sighted study among hospital workers—the location of 
physicians and the economic laws and movements to 
which we all are subject.—E. L. T. 
THE CONSTRUCTIVE SIDE 

It is no reason for discouragement that in the various 
hospital conferences, in the articles written about hos- 
pital work, and the addresses given on hospital subjects, 
one finds a good deal of complaint and criticism about 
shortcomings and deficiencies. It is but human to have 
defects and no matter how perfect the hospital becomes 
there will alwavs he something to improve, to remedy, to 
amend. Besides, the extraordinary srowth of hospital 
activities and surprising expansion of hospital organiza- 
tion necessarily involve a certain amount of imperfec- 
tion. Some hospitals like A boy or girl who have 
grown too fast and whose “bodily “development has not 
kept pace with his height. 

But should that it is 


much easier and very much less effective merely to criti- 


we alwavs’ remember very 
cise and to point out defects than it is to make construc- 
the defects. 


Criticism merely points out what is wrong, constructive 


tive suggestions for remedying of those 


suggestion shows why it is wrong and indicates the way 
of remedying the defect. For ten men who can criticize 
you will hardly find one who can make constructive sug- 
gestions. 

Yet 
make our hospitals more and more excellent and credit- 
We ought to call upon every 
capable authority to help suggest constructive ideas and 


it is these suggestions which we most need to 
able to the Catholic name. 

methods for hospital work. Our disposition ought to 
be that of Chaucer’s scholar, about whom the poet said, 
“Full gladly We 
should be eager to communicate what we know ourselves 


would he learn and gladly teach.” 


about hospital work and equally desirous to learn from 
others what they have discovered about hospital manage- 
ment. 

Here enters in the great utility of such a magazine 
as HospitaL ProGress whose very name indicates that 
it is dedicated to the work of giving constructive sugges- 
tions. For every one knows that HosprraL Progress 
depends not upon criticism but upon helpful suggestions 


and practical ideas. If our hospital Sisters are as glad 
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to send to Hospitat ProGress the constructive sugges- 
tions which they have received in the course of their 
work, or learned from experience, as they are to read in 
these pages the helpful ideas of others, then the maga- 
zine will become a clearing liouse for worthy suggestions 
and the powerful means of helping all our hospitals. 
The same thing may be said concerning the confer- 
the Catholic Association, local, 


ences of 


Hospital 


regional, and national. If the Sisters bring to these 

conferences all they have of constructive and helpful 

suggestions and take out of them all that the other hos- 

pitals can teach, the whole system of our Catholic 

hospitals will gather strength and efficiency from this 

happy interchange of constructive ideas.—KE. F. G. 
THE KEY MEN AND WOMEN 

There is a curious phrase which has been coined to 
indicate a certain type of individual. The key men and 
women of modern enterprises are the dependable, con- 
stant, efficient, steady workers who will really cooperate 
and help in season and out of season, who unlock every 
situation by their faithfulness and intelligence and who 
really form the backbone of society and of individual 
enterprises while other people are content with mere 
words or with an occasional act of cooperation or en- 
couragement. 

These key men and women may easily be found out 
in any enterprise by asking, “Who is really guiding the 
Who is supplying the steady energy to make 
Who is appealed to in difficult 
the 


work ? 
this thing a success? 
Who 
when every one else is tired and discouraged ?” 


comes to front and perseveres 


The 


answer will be the name of the key man or key woman 


situations ? 


who holds the key to the situation, who opens the closed 
door and selves the vexing problem while others are con- 
tent merely to fret or wonder. 

We need to develop more and more such depend- 
able and cooperative persons in the work of the Catholic 
Hospital Association and of the individual hospitals. 
When any good work is to be undertaken it is the key 
people who make it a success. Others receive letters 
and suggestions, form good resolutions and then put 
the whole matter aside and do nothing. They meet 
appeal with silence, which is more discouraging than 
actual opposition. But the key people rise quickly to 
the occasion. They write to express their interest and 
sympathy, they do their bit towards making the enter- 
prise a success, they are found foremost in every 
activity where the real good of the hospitals or of the 
hospital association is at stake. 

The great difference between key people and other 


people is that the key people do where others only in- 
When 


they are called on for effort and self-sacrifice they will- 


tend, and accomplish where others only resolve. 


ingly make the sacrifices and efforts necessary to do 
what is asked. When the true history of Catholic 
enterprises is revealed on the great Judgment Day it is 
they who will have chief credit for all that has been 
achieved by Catholic hospitals or by the association. 


E. F. G. 


A PURLOINED EDITORIAL 
The following short address is so cognate to the 
relationship that should exist between the hospital ad- 
ministration and the staff that it is used without com 


punction. Rev. G. F. Thompson of Portland, Oregon, 


delivered this address at the celebration of the Golden 
Jubilee of St. Vinecent’s Hospital, Portland, Oregon, 


conducted by the Sisters of Providence. 

“A Sisters’ hospital is by its very nature committed 
There 
must be out-and-out charity for the poor; and compe- 
The 


Sisters make a large and indispensable contribution of 


to the charitable and scientific care of the sick. 


tent, conscientious yrofessional care for all. 


their own. They assume entire financial responsibility 
for the upbuilding and maintenance of the institution, 
they supervise the nursing, attend to all domestic cares 
of hospital housekeeping and seek sympathetic, com- 
forting contact with all the patients. It is all a noble, 
self-sacrificing form of service which has its origin and 
support in the principles and promises of their Catholic 
faith. 
“But 
make their institution a hospital, at least in the modern 
Medical 


branches must live and function within its walls, and it 


all this devotion and industry would not 


meaning of the name. science in all its 
is the knowledge and skill and industry of the physician 
which bring the gifts of modern medicine to the sick 
to the poor and to the self-supporting and makes thé 
modern hospital the institution that it is. 

“As the Sisters thoughtfully appraise St. Vincent’s 
from its remote and humble beginnings to the present 
hour, and contemplate the innumerable benefits that 
have been conferred upon suffering humanity under its 
auspices, they eagerly pay: the tribute of their gratitude 
and affection to the able and loyal physicians both 
living and dead, who have been their associates and 
leaders in a great successful undertaking. Many of the 
best and ablest men of the profession have given the 
prestige of their name and their work to St. Vincent’s, 
and what is more to their credit, they have had a zeal 
for the progress and development of the hospital, by 
which their own life work becomes a general blessing 
for the Sisters, the profession and humanity. 

“Some cynic has defined gratitude as a lively ex- 
pectation of favors to come. The Sisters while mindful 
of the past. are undoubtedly hopeful and expectant for 
the future, but ,I believe that the doctors who work in 
this hospital would not have it otherwise. The stand- 
ardization of hospitals must mean more than records 
and tests and equipment—it must mean and does mean 
an enlargement and elevation of soul, whence come rea- 
sonableness, cooperation and good will. It is the assur- 
ance of these precious dispositions in their predominant 
nartners that gives added joy and encouragement to the 
Sisters on this occasion, for in addition to the cherished 
memories of a worthy past they have a well-grounded 
hope for a bright and promising future.”—E. E. 
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FRIDAY AFTERNOON 


Meeting opened by prayer, Father Garesché presiding. 

Father Garesché: The first paper for this afternoon’s 
session is “The Great Hospital,” by Father Fox, President 
of Marquette University. Father Fox requires no intro- 
duction. : 

Father Fox: I ought to prefix the remarks I make 
by telling you that this topic was assigned to me by the 
Reverend President of the Catholic Hospital Association 
and not chosen by me. Those of you who know him as 
well as I do, or even better, know of his tenacity in assign- 
ing work for others to do as well as doing a great share 
himself. And you know how hard it is to refuse anything 
Father Moulinier asks even though it may cover a vast 
territory. He has assigned me a huge subject: “The 
Great Hospital.” If you are disappointed in my narrow 
concepts of what should constitute a “Great Hospital,” 
please remember the topic was assigned me and was not 
chosen by me. 

Father Fox read paper: “The Great Hospital.” 

Father Garesché: This very interesting paper of 
Father Fox’s chimes in in a very notable way with the 
thought and discussion of this whole convention. It holds 
up to us ideals and encouragement because it hails the 
“New Hospital.” Doctor Miloslavich is not present so 
Father Moulinier will take his place in leading the discus- 
sion. 

Father Moulinier: That very extraordinary paper of 
Father Fox’s said nothing about the number of beds, 
nothing about the size of the hospital, not very much about 
the physical plant, and yet he described a “Great Hospital,” 
because he said a great deal about the spirit, and the soul, 
and the service, and eminence. We can conclude therefore, 
it seems to me, that there are easy answers to the ques- 
tions put down for discussion. How much has size and 
number of beds to do with a “Great Hospital?” The an- 
swer is easy. Very little. We asked how large a hospital 
had to be to be standardized. We need one bed, one doctor, 
one nurse and one patient. These are enough to have it 
standardized. Therefore, this thing of quality must in our 
minds and in reality be divorced from quantity, or size, or 
number. 

Of course, you have to get the money, you have to be 
able to pay the bills, and we know that if you have one 
hundred, two hundred, three hundred, four hundred or five 
hundred beds, your income is going to be proportionately 
larger and your expenses will be proportionately greater. 
That is plain business. In the spirit of Father Fox’s 
paper, we have been trying during this conference to get 
down and dig deep into the fundamentals. 

The presence of the deaconesses from the Deaconess 
Hospital, Milwaukee, and you, Sisters, make me think of 
Florence Nightingale. The Sisters had been driven out 
of England. I do not believe there were any deaconess’ 
hospitals there in her time. What did Florence Nightin- 
gale with her beautiful spirit and mind do? She went to 
the deaconess’ and Sisters’ hospitals elsewhere and she 
went there repeatedly for thirteen years, and made a 
study of them, then she came back to England and tried 
to make the laywoman somewhat like the consecrated serv- 
ers she had been studying. What was she aiming at? 
Quality of service—just what we are thinking of and, 
though we like to talk about the number of beds in our 
hospitals, we know that everything is dependent upon the 
interior spirit and it is that kind of greatness that Father 
Fox has set before us in his paper. 

The next question is what is the value of the physical 
plant, equipment, location and internal spirit—ability, 
knowledge, skill, harmony, and active cooperation, to- 
gether with all the effective Christian virtues? Of course, 
all these things are valuable. You must esteem them 
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always when you start a hospital, whenever you think of 
putting up a hospital, but we are thinking of comparative 
they? 


values. What are Ability. Trained ability. 
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Knowledge that has come from reading, thinking and 
studying. Harmony within the hospital. Harmony, oh, 
that blessed word! If we could only make it a reality. If 
we could get harmony amongst the doctors, the nurses and 
connecting personnel, harmony between all the manage- 
ment and the patients. 

Florence Nightingale had a terrible task which was to 
drive out the abuses from the hospitals of England. She 
got very little help. Yet she did a very admirable piece 
of work. We all have to do the same work day by day in 
our hospitals. You cannot have a pagan hospital today 
and you cannot have an infidel hospital in a real sense that 
can be called great. You may have great technique and 
you may have great surgery, but great technique and great 
surgery are small things in this human life of ours. You 
may have a great deal of wrong and harm with great tech- 
nique and great surgery. You know that. If there is not 
a human touch or conscientious sacred regard for human 
life, you cannot have greatness. Absolutely not. You 
may have great surgeons, but very small men, just as you 
had a great general in Napoleon, but a pigmy of a man. 
That is the point—great men and great women with a 
great spirit holding them together and giving them 
strength and enabling them to go on. That is the great- 
ness Father Fox is talking about. 

Should every Sisters’ hospital be a great hospital and 
reach eminence? Why not? If they are not great, why 
are they not great? Because there are not real Sisters 
running them, because they are not what they ought to be 
and what they should be, or because they are dominated 
by doctors who are not, or nurses who dominate, or some 
group has the dominating power which they should not 
have. The hospitals are yours, Sisters, in a sense that 
they never were before. The surgeons or any medical men 
or any force of any kind who try to tell you what your hos- 
pitals should be, except in a kindly, friendly, sympathetic, 
advisory manner, do not know what has happened in the 
hospital world in the last ten years. You must get this 
thought so that you can make your hospitals great and 
eminent, in as far as the women and men in them are great 
and eminent, because you cannot rise above that. Are 
they all great? If not, why not? I think many of them 
have greatness within them. They are aiming at great- 
ness, but real greatness is going to be an achievement in 
the case of every one of them—all the hospitals, not only 
the Sisters hospitals, but all the others—in proportion as 
they grow to know what this movement for better hospitals 
and eminent service really means. Give us ten more years 
and we will answer these questions with more accuracy. 

Is the achievement of eminence in all undertakings a 
religious obligation? Of course, it is. Absolutely. Christ 
and God are back of everything. We are doing things for 
Him and because for Him, for all our fellow creatures. 
Can it be that we are not aiming at eminent service to 
Christ, to God? Can it be that we are going to do any 
sort of an ordinary thing for Him? Can it be that we are 
going to be satisfied with unprepared work, with doing 
things that we could have done by any hired common sense 
business person in the world? Unthinkable. Isn’t it? 
Absolutely. It is a divine and sacred obligation. Any- 
body who does not aim ‘at eminence when working for 
Christ does not know what she or he is after at all, does 
not understand the meaning of service. Therefore, the 
answer to that question is very simple. 

Should all Sisters’ hospitals contribute their share to 
the advancement of medical knowledge by up-to-date and 
conscientious care of the sick and by research? Of course. 
Father Fox has talked about truth, goodness and piety. 
Every scientific fact and every scientific conclusion is just 
a little human contribution in the great ocean of God’s 
truth. Therefore, every Sisters’ hospital, every real pri- 
vate or public hospital owes to God and to the world and 
to itself a contribution to the growth of the vast body of 
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truth that helps man to make his way through life into 
eternity. 

Father Garesché: This paper and the discussion, in- 
spiring as they are, seem to have a special significance. 
They are now giving us powerful methods of accomplish- 
ing ends that we have seen should be accomplished. I am 
sure, during this conference, the great idea of what is 
to be done in our hospitals is growing clearer and 
clearer. What we need is an immense strength of will, and 
will is moved only by powerful motives. Your most 
sublime and effective motive has been given you by Christ, 
who said, “Whatsoever you do unto the least of these, My 
brethren, you do it unto Me.” Now, the paper is open to 
general discussion. The program always says, “discus- 
sion continued by Sisters, doctors and clergy present.” 
The Sisters are put first in hopes that they will join in and 
give us their thoughts. Really when you speak at this 
meeting, you are not coming forward in public, but you 
are contributing extraordinary service to your fellow- 
workers in the hospitals. 
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intellectual background. I believe we are in the seventh 
period of hospital development and that period is one in 
which we are going to devote our time to the internal 
spirit of the hospital, and our attention to the character 
background of the institution. I am sure that that is 
going to be the wave which is going to pass over all our 
hospitals in the next ten years. Little has been said and 
little has been written about such topics so far, but I think 
that in the future more attention will be given to the char- 
acter background, the quality of the work which we do 
therein, and the spirit which permeates each and every 
member of the staff. 

I was glad to hear brought out so well that every hos- 
pital must be of the eminent type, of the highest type. 
You will notice that Father Moulinier has been responsible 
for dividing the hospitals into six groups on the program 
for tomorrow. The last two seem to me to be the only 
two at which we should aim. I have seen hospitals of from 
fifteen to sixty beds which are eminent and which to my 
mind are doing everything in the world to attain the classi- 
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Sister St. James, Ogdensburg, N. Y.: I do not think 
I am able to say anything better than what has been said. 

Father Garesché: I think all you Sisters agree that 
there is a duty of aiming at real eminence. 

Sister St. James: Yes. 

Father Garesché: Will some other Sister continue 
this discussion? 

Mother Concordia: I agree with all that Father 
Moulinier has said in his outline. We all know that there 
is much improvement to be made year after year. We all 
try and want to improve our hospitals, and yet, in spite of 
all this, we cannot do half as much as we should like to do. 
We hope gradually to improve year after year, and by and 
by we shall all become eminent. 

Doctor MacEachern: I was keeping my speech until 
tomorrow. I do not know how I can add very much to the 
wonderful talks you have heard. The point that impresses 
me very much is the philosophy that you are introducing 
into the hospital field. I have seen very little written or 
stated in hospital histories in regard to the philosophy of 
hospitals in the past ten or eleven centuries. In fact, the 
attention of the hospitals up to a few years ago seemed to 
be taken up with the physical side rather than with the 
spiritual side. I think it is a good thing to strike a key- 
note as you have done at this meeting. What we want is 
hospital standardization and I believe we are getting a real 
inspiration to carry out what Father Moulinier has always 
preached. 

I look upon the hospital of today in three aspects. 
First, the physical background with which we are all very 
familiar and which we have worked out very well; secondly, 
the character background; and thirdly, we must have the 


I hope that when you go home you 
will work on this philosophy of hospital work, and when 
you come back next year, mark your progress in this re- 


fication of eminence. 


spect. I think this should be the great thing that you 
carry away from our meeting. 

Get into your hospital these qualities and character 
istics that have been so well brought out. I congratulate 
the Catholic Hospital Association and the Marquette Uni- 
versity which have, in the establishment of the College of 
Hospital Administration, injected into the field all over the 
world an element of the greatest benefit it has ever had 
or perhaps will ever have. This is the beginning of put- 
ting hospital administration on an eminent basis, and I am 
sure the example will be followed in many other places in 
the world. If you will look over the wonderful curriculum 
of the new bulletin of the College of Hospital Administra- 
tion, just issued, you will see how far Marquette Uni- 
versity has gone in this short time in this work, and there 
is not a shadow of a doubt regarding the success of your 
courses, because you have a great university behind you, 
and because you have a great association behind you, and 
because it is the great vision of a great mind of a great 
man, Father Moulinier. 

Father Moulinier: When Doctor MacEachern visits a 
hospital he never fails to observe and take an interest in 
the atmosphere of the hospital and his paper tomorrow will 
bring it out more vividly. 

Father Garesché: Now I wish to call on Reverend 
Fritschell. 

Reverend H. L. Fritschell, Superintendent, Deaconess 
Hospital, Milwaukee, Wis.: I was specially pleased to see 
on the program this viewpoint of hospital development. I 
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feel that very often the physical side has been emphasized 
too much and the spiritual side neglected. That hospital 
is greatest which has the best spirit. At the present time 
we hear so much about great hospitals, and as we look 
about us today we know there are hospitals built on im- 
mense dimensions. It is nothing to hear of a $1,000,000 
hospital, or a $5,000,000 hospital. They are even talking 
of a $25,000,000 hospital in Chicago. The fact is that 
hospitals are built on much more extensive proportions 
than years ago. Then we traveled miles to see a $500,000 
hospital, but today a $1,000,000 hospital is almost a daily 
venture. When you look around and see how few really 
eminent hospitals we have, do you realize the immense task 
that we have in maintaining great hospitals? The larger 
the hospitals grow, the more difficult it is to attend to the 
spiritual interests and to preserve the real spirit in them. 
That spirit which created the hospital in the early days 
of Christianity, which has regenerated the hospital, and 
which really makes a hospital great, is the spirit of Christ, 
our Master. 

There is where I believe the great task lies. Now 
how do we expect to meet these great tasks before us when 
the hospital is continually growing in dimensions? I be- 
lieve the only way is by consecrated personalities which 
influence the entire spiritual atmosphere in that hospital. 
Every person spreads a personal atmosphere wherever he 
moves, goes or acts, and strong personalities all the more. 
What we need, I believe, at the present time is great per- 
sonalities, strong personalities, great in the spirit of the 
Master. I believe there is where you are strong. You 
have your hospitals under your private control and can 
influence them more than any others. In building a hos- 
pital, the task is not to build up great hospitals in equip- 
ment, etc., but I feel like quoting the words of our Master 
again, “What profiteth it a man if he gain the whole world 
and lose his own soul?” Therefore, let us preserve the 
soul of the hospital, because what does it profit us if we 
gain the great hospital, but lose the soul of the hospital, 
so wonderfully described by Father Fox? 

Father Garesché: It would be very interesting indeed 
to continue these discussions but we must now call on the 
committee chairmen for the committee reports. 

Father Gilbert: Three committees are scheduled to 
report, but I note that Doctor Miloslavich has been sub- 
poenaed to appear in court this afternoon so he is unable 
to be present to report today. I have condensed the two 
reports I have here, that of the Committee on Pharmacy 
and the Committee on Radiology. If some of the Sisters 
are particularly interested in any of these subjects, they 
can see the reports. As far as radiology is concerned, we 
have consulted with various authorities on x-ray, with 
several doctors, and heads of departments, and they have 
sent us replies as to what they consider efficient equipment 
for different sized hospitals, showing the distribution of 
the equipment. 

Sister M. Constance’s report of Committee on Phar- 
macy was read by Father Gilbert. 

Sister M. Libera’s report of Committee on Radiology 
was read by Father Gilbert. 

Doctor L. D. Mocrhead’s report of Committee on 
Record Keepers or Historians was read by Father Mahan. 

Father Garesché: This concludes the reports of the 
committees to be offered today and I have been asked to 
make a report on two other subjects, which I shall do 
briefly. Last year, a committee was appointed to look 
into the question of cooperative buying. We corresponded 
with Cleveland hospitals and got very interesting informa- 
tion from them and from the purchasing: board there. It 
seems it would be advisable to make further study of this 
topic. I think that it is a matter which will come up later 
on for deliberation in future conferences. 

The second subject is the recent convention of the 
nurses held. here at Spring Bank and the plans for the 
International Catholic Guild of Nurses. Many of the Sisters 
have asked about it. Tomorrow morning at nine o'clock, 
we shall have a meeting to discuss this Guild more in de- 
tail. This International Catholic Guild of Nurses is really 
the nurses’ division of the Association. Perhaps that is 
the simplest way to introduce it. For a long time Father 
Moulinier and the Sisters have been thinking of a plan to 
bring before the public Catholic ideals in nursing and to 
group together a representative body of Catholic nurses. 
At the present time we are painfully aware that though we 
have about 40,000 Catholic graduate nurses, they have 
hardly any influence at all as a body. Not one out of ten 
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of the leaders in the nursing world in the country stands 
forth as a graduate of a Catholic training school. 

Therefore a great deal of thought has been given to 
the best method of going about the organization of a 
Guild. We have the sodality in most nursing schools, and 
this is a center of spiritual inspiration and of training for 
the nurses. The idea is to bring both the students and 
graduate nurses truly spiritual inspiration through these 
well organized sodalities, and, as we have said, this move- 
ment is going forward quite satisfactorily. But besides 
that we need some national or international body of Cath- 
olic nurses. The need is not only here. It has been em- 
phasized in other countries. Since the Guild has been an- 
nounced in the European journals, we have received letters 
from various countries in Europe asking permission to 
start organizations there. I have received letters from 
Hungary, Edinburgh, Dublin, and besides that we have re- 
ceived similar appeals from India, Australia and the Island 
of Ceylon. 

The International Guild includes about two hundred 
cities in the United States, eight in Canada and two in 
Europe. The plan was adopted after a great deal of 
thought. The idea is first of all to get a certain number 
of members who are representative, and these members 
may be both Catholic and non-Catholic. We have a series 
of classes of membership. We decided it was best to have 
the voting members sodalists who are registered, graduate 
nurses. The active membership is composed of Catholic 
graduate nurses and Catholic student nurses who have 
gone as far as the senior year in an accredited school of 
nursing. The associate members are non-Catholic gradu- 
ate nurses. Sustaining members contribute ten dollars a 
year to the support of the Guild. 

It has been very encouraging te see how many Cath- 
olic nurses have written, asking for membership in the 
Guild. Some very highly qualified nurses, who are not 
Catholics, have written also that they have so many Cath- 
olic friends and were so inspired with Catholic principles, 
that they wanted to join the Guild. 

Now all these three grades of membership enjoy the 
same privileges and have the same service. All become 
members of the Catholic Hospital Association, and all re- 
ceive HOSPITAL PROGRESS. The dues are merely $3 a 
year, which is the regular subscription price of HOSPITAL 
PROGRESS. Two dollars goes for the subscription of 
HOSPITAL PROGRESS and one dollar goes toward the 
expenses of the Guild. There are also sustaining members 
who contribute ten dollars a year and they also receive 
HOSPITAL PROGRESS and become members of the Cath- 
olic Hospital Association. One class, called contributors, 
make a donation of one hundred dollars for the support of 
the Guild for once and for all. Now the idea of this plan 
is that we shall thus have a representative body of nurses 
who stand for Catholic ideals. 

Various associations are writing in to find out what 
the International Guild thinks on certain subjects or to get 
the reactions of Catholic nurses on matters of general im- 
portance. Besides that we intend to have a full-time paid 
secretary, a nurse who will give her full time to conducting 
the central activities of the Guild. Then will come the 
establishment of scholarships, an endowment fund and 
matters of like nature pertaining to nurses. A committee 
will be appointed to allot the scholarships. 

Besides that, we shall have an information bureau of 
nursing opportunities. If we give this service, the Cath- 
olic hospitals can write in asking for certain people to fill 
certain positions. It will enable the nurses also to find 
the position they want. Bulletins are issued from time to 
time and mailed to members of the Guild on topics of in- 
terest to them. HOSPITAL PROGRESS will devote a 
certain amount of space to Guild articles. A nurse from 
Ireland who wants to come to this country has written ask- 
ing for information on the nursing conditions in this coun- 
try. In this way any nurse in any country may write for 
information and if at all possible, it will be sent to her, 
or else the matter will be referred to some person of par- 
ticular authority who can answer the question. Then we 
shall have a representative body as far as local activities 
for nurses are concerned. We emphasize these sugges- 
tions for procedure. First, get a certain number of Inter- 
national Guild members in your city. Suppose you get 
ten or fifteen. As soon as enough become members, begin 
to organize and elect officers for the local group. Let the 
members handle the functioning of the local guild, pro- 
mote the establishment of a guild-house, if needed, and 
organize local activities and do whatever is needed in the 
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city. They can establish courses or lectures for nurses, 
etc. In that way the local group of International members 
can get all the information and suggestions for local 
activities from the headquarters. Membership cards are 
to be adopted and these can be: used by the nurses when 
they go from one city to another and in that way we can 
keep in touch with our graduates. Sisters say, “We lose 
sight of our graduates. We do not need to worry about 
the nurses who continue in our hospitals. But what hap- 
pens to the others?” 

What can the Sisters do for the Guild? The whole 
movement depends largely on the Sisters. They are in 
touch with the nurses, therefore the thing to do is to get 
as many nurses as possible, who are really interested, to 
become members of the Guild. Then send their dues of 
three dollars a year, with an application blank. In invit- 
ing them to become members of the Guild, you can tell 
them that the three dollars is really only the subscription 
price to HOSPITAL PROGRESS. They are getting sub- 
scription to HOSPITAL PROGRESS, membership in the 
Catholic Hospital Association and membership in the 
International Catholic Guild of Nurses for the price they 
would have to pay if they only wanted to subscribe to 
HOSPITAL PROGRESS. We have seven hundred mem- 
bers now in the Guild and they form the single largest 
division of the Catholic Hospital Association. Of these 
about two hundred sent in their memberships of their own 
accord. 

This year they propose to raise a minimum endow- 
ment fund of $6,000 and have a membership drive for a 
minimum of 2,500 members. They hope to go over that. 
In each locality something can be done for them. Movies 
and entertainments can be given for their benefit. If we 
get a number of people interested, it will give them a cer- 
tain initiative. Retreats and lectures can be given on 
religious, ethical and professional problems for the gradu- 
ate nurses. This in brief is the plan for the International 
Catholic Guild for Nurses. I wish you would think about 
it, and also tell me what difficulties you have found. If 
you explain the advantages of it and explain to the nurses 
the honor they will have in becoming charter members and 
get them enthused in this way about work of this kind, 
you will be doing a great deal. We are looking for a 


highly qualified, full-time secretary. It is a movement 


for the Catholic schools of nursing and for the benefit of the 
Sisters in the nursing profession, and I am sure you will 


all do what you can to promote it. Are there any Sisters 
who want to ask any questions about it? 

Sister Helen Jarrell: It has been running through my 
mind that it would be very advisable to encourage our 
nurses to become members before they leave our institu- 
tions. I think the Sisters can do a lot to have the nurses 
become members, and I think the Guild will solve a great 
many difficulties for us which we have heretofore experi- 
enced. We have a very splendid, active sodality estab- 
lished along the lines that Father Garesché recommends. 
We have also a self-denial fund for our nurses. That 
means that we have a little box for the missions and we 
teach the nurses to make little sacrifices. Among the 
religious activities we have the annual retreat for our 
nurses. Then we have the League of the Sacred Heart 
with special devotions in June. We have a choir of nurses 
which sings each morning at Mass. The morning prayers 
are said in common at this time. During the month of 
May we have special devotions to Our Blessed Lady, and 
during the year we have three or four priests come and 
give talks to the nurses. We have special devotions and 
prayers for special feasts. 

In this way their spirit of piety is kept alive during 
the year. At times we also interest the nurses in little 
acts of charity, in taking baskets of delicacies to the Little 
Sisters of the Poor, in entertaining invalids and patients 
in our own hospital and other institutions. We find these 
things keep the nurses together and we do not have any 
trouble in getting them to attend meetings. Many of our 
graduate nurses have told me after they have left our hos- 
pital that they miss the sodality and these other activities. 
I think the activities can be kept up in this Guild into 
which Father Garesché has put his whole heart and soul. 

Father Garesché: Is there any other Sister who will 
favor us with a similar account? In Wilkes-Barre, Penn- 
sylvania, the District Association was half composed of 
graduates of our Catholic training schools. They organ- 
ized a Guild. Recently they told me it was extraordinary 
the new interest the Catholic girls were taking in their 
District Association. The way in which they were able 
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to help the District Association was remarkable. They 

did not take so active a part until after they were organ- 

ized, but then there were three hundred with a single spirit 

— a single ideal and they made themselves felt in Wilkes- 
arre. 

Father Moulinier: The executive board will meet at 
4:15 P. M., in the lower floor of the mansion in the west 
room for a short session at least. I want to call your 
attention to the question box again. It will be wrong, 
your own fault, if you leave here without putting down 
those questions, the answer to which you do not know but 
would like to have. Write it briefly, clearly, of course, 
and definitely, and put it in this question box and you will 
get the answer in HOSPITAL PROGRESS, if we do not 
have time to give it tomorrow. About the Guild—though 
it is very splendid and very wonderful, I believe, in its 
possibilities and in its achievements as has already been 
brought out, I want to warn you against mere numbers. 
Look at the quality of the individual nurse. Then when 
Father Garesché speaks of influence and eminence and the 
training of leaders, you must understand that he does not 
mean to develop a political spirit, a spirit of dominance, 
but only the opportunities for promoting right ideas, 
healthy, sound conclusions and convictions in the nursing 
profession and in general life through a strong unified 
body. Eminence, as the Reverend Fritschell has said, 
should manifest itself through personalities that have in- 
fluence. Everyone should have an influence on his friends, 
relatives and immediate family members. If, as one 
grows into greater excellence and mental achievements, he 
does not extend his influences, he is wanting in something. 
That does not mean political influence. It means the in- 
fluence for better thinking, for better living and better 
acting. 

We have formed our association throughout the con- 
tinent in order to make our hospitals better, in order to 
urge the crystallizing of the great policies and ideals of 
the medical profession and nursing profession through a 
better spirit in our hospitals. Let us not forget that. 
That is all we are aiming at, and you may be sure that the 
other religious hospitals, the deaconesses, and the other 
various denominational and Protestant hospital associa- 
tions join with you in this effort to bring about better 
things, better thought, better spirit and -better life 
throughout. 

The meeting is about to adjourn and I hope you will 
all carry back with you a deep and lasting impression. 
Do not fail to get whatever there is here that you can 
carry with you in the way of bulletins, for instance, the 
reprint of Dean Fitzpatrick’s prize essay and the “Patient’s 
Book” which Father Garesché has produced. I want to 
refer to it also in reference to the non-Catholic hospitals. 
There will be a special edition for the non-Catholic hos- 
pitals. It is intended to promote in the patient a real 
understanding of and interest in the hospital, in the spirit 
of the hospital and in the purposes of the hospital. Public 
hospitals will come to see the value of that book. It is the 
production of such things that we want to bring about. 

The reports of these committees have been very good 
and very practical and that is all going to be reproduced. 
We are determined, Sisters, that all the committees and 
perhaps some few more will go on functioning no matter 
how much tugging and pulling we shall be obliged to do 
in order to bring that about. Do not think that this is 
just a passing notion. We have been working at it for 
two years with growing success and we are going on. It 
is your duty and your function to see to it that they go 
on, and the mothers general and provincial and superior 
must make it possible for individual Sisters to give some 
of their time and some of their attention to the work of 
the committees, to answering questionnaires, and helping 
in every way possible. Again, you should let Father Gil- 
bert know the names of those in your own hospital or in 
your own community who would be available to serve on 
the committees mentioned in the bulletin and program or 
that you know are being formed. 

We want to begin to print actual facts, actual conclu- 
sions which will make a great body of knowledge that will 
be serviceable in bettering the management of your hos- 
pitals. You must contribute to that as a matter of con- 
scientious duty. The other hospitals will, of course, share 
in these benefits. You see that there is a great deal of 
difference of opinion. As the data is gathered, that diffi- 
culty will disappear, not being founded on facts and sound 
conclusions. 
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SATURDAY MORNING a 

The meeting opened with prayer, Father Moulinier 
presiding. ; 

Father Moulinier: We shall start right away with 
our paper—the paper of the morning and the last paper of 
the Conference—“The Hospital With and Without a 
Future.” 

Doctor MacEachern read paper: “The Hospital With 
and Without a Future.” 

Father Moulinier: Doctor MacEachern is the one who 
is creating the present period of hospital betterment. I 
started, and Doctor Bowman came along, and Doctor Mac- 
Eachern is now carrying the flag which we are flying. I 
am sure you all appreciate his paper very much; and you 
see how it summarizes much that has been said and much 
that is in your own minds. We shall now go on and dis- 
cuss a little further so that we may get practical results. 

Father Mahan: In the first place, I would like to re- 
mark on Doctor MacEachern’s opening. I agree with the 
Doctor in saying that one of the greatest forces the world 
has ever seen in the hospital field is Father Moulinier. 
As a general thing, I always find that the straightest road 
to success, the surest one to a goal, is to conceive it as 
simply as possible and to confine it to that particular road. 
As human beings, we are extremely limited. As soon as 
we divide our thoughts and efforts, we go round in circles, 
we become weary, confused, depressed, despondent and give 
up. So it is with the hospital ideal. The shortest, surest 
and quickest way of arriving at this ideal hospital, this 
eminent hospital, is properly to conceive that hospital, con 
ceive it clearly, fully, honestly, correctly, and then want it. 
We must know what we want for our hospitals. 

What is the ideal we have before us? This comes 
down to an understanding of what a hospital ought to be; 
such a simple, plain proposition. What is the essential 
thing in a hospital? We all have our ideas of the hos- 
pital, but they may not be as full and complete as they 
should. What do I consider to be the ideal of a hospital— 
a place for the care of the sick? Surely, but it does not 
end there. The hospital is likewise an institution which 
is taking advantage of its care of the sick to learn how to 
combat that sickness better, and to prevent further sick- 
ness. If you have that, all the other things—the per- 
sonnel, equipment and character of organization—are 
going to work out inevitably. You are going to be in a 
position to bring about all the other things that lead to 
the eminent hospital. 

With that general point, I shall try in a detached way 
to make a few comments upon the paper just presented to 
you, which really has covered the ground, and needs very 
little more or scarcely anything to complete it. The stag- 
nant hospital first. There are two classes of stagnant hos- 
pitals, but one is a class that would be very much insulted 
to be considered in the stagnant type because it considers 
it is in the lead. It is the self-satisfied hospital. It has 
been progressive, achieved eminence, reputation, and then 
drifted. It has become stagnant and it does not know it. 
Therefore, at the top, as well as at the bottom, you have 
the stagnant hospital—the self-satisfied hospital. Fear 
applause! Fear it! Go home and say: “I am only begin- 
ning.” 

The other, of course, is the stagnant hospital in the 
ordinary sense of the word, the hospital in which every one 
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seems to be more or less subject to routine and has not 
vision. Can you have two classes of commercial hospi- 
tals? The one which is frankly so, has many things to 
recommend it. The commercial hospital frequently is the 
first to adopt the new and best methods and equipment. 
You will find the commercial hospitals better equipped 
with degreed women, both in their hospitals and in their 
training schools, than the others which cannot be called 
commercial hospitals. You will find that the commercial 
hospitals sometimes really give wonderful service. They 
make it a matter of policy to develop real service for the 
intern. Hence we find the interns choosing by preference 
the commercial hospitals rather than the others, and so on. 
It is good business. In the commercial hospital you will 
often find refinement, gentlemanly conduct and kindliness, 
possibly not from the interior spirit, but from the outside 
in. It pays. We aim to serve. 

Then, of course, you have the hospital that might be 
called commercial whose policy is dominated to a very 
large extent by the consideration of the dollar—by that I 
mean its policy with regard particularly to the staff, its 
policy in regard to the enforcement of the rules and regu- 
lations upon the staff. There is a side-stepping. Very 
often there is a discrimination because of the question of 
the dollar. I do not enter upon whether circumstances 
justify that or not; circumstances can never justify it. It 
is well to question whether we are commercial in that 
sense, because unless we gauge our faults, there is very 
little hope to get anywhere. 

The minimal hospital—here we have a group of hos- 
pitals that might be classed as mediocre as well as com- 
mercial. They overlap. You cannot gauge them, but they 
may have a dominating note so as to classify them. Here 
I would like to stress the fact that the minimal hospitals, 
in meeting the new conditions that have been put before 
them, are merely satisfied with meeting them, or rather 
you might say through a lack of appreciation and under- 
standing, they think that they have met them when they 
have done it in the cheapest possible way, and particuarly 
in regard to the important position of pathologist, radiolo- 
gist and all the technicians supplied to them. Cheapness 
is a mistake. You are simply thinking that you are going 
ahead when you are not moving at all. You think you are 
getting ahead, but you are not. It is a waste of time and 
money. It is self-deceptive. You cannot afford it. 

There is much of this cheapness throughout the coun- 
try in the employment of pathologists and technicians. 
The reason why many hospitals will not get a good man is 
because they want cheap help. Sometimes it is due to an 
absence or withdrawal from the sources of knowledge or a 
self-conceit in thinking that one knows it all. We never 
know how ignorant we are until we begin to open our 
minds to what is going on about us. 

In our religious communities, we all have reading at 
the table at one or two meals if not at the three. I believe 


that for hospital Sisters the reading at one meal all 
through the year should be current hospital reading, that 
is, the best in all the nursing journals and in all the hos- 
pital journals should be read at table, because we know 
that the Sisters have very little time for private reading. 
We know likewise the little time they have should be de- 
voted to their religious exercises. 


It has to be. And even 
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with that we know they miss many of the religious exer- 
cises because they are too tired and worn out for them. 
We also know that unless they have this hospital reading 
at table they are not going to have the different opportun- 
ities and movements of the hospital world brought to their 
attention. 

I believe that if this hospital reading at meals were 
done, a great many of the executives would not meet with 
indifference and lack of enthusiasm when trying to put a 
program through their institution. A sensitiveness to 
their failings would be-engendered in the hearts of each 
one, and superiors would only have to give the opportun- 
ities for progress. Hospitals would no longer remain in 
the mediocre class. They would attend our state and dis- 
trict conferences and our national conferences. 

I am sure we will not find the mediocre hospital very 
often represented among the Sisters who attend. Usually 
our preaching here is not for you, but to make you apostles 
of the cause and to work up these things in the other hos- 
pitals; you have at heart these principles and ideals which 
we have proposed to you. Those who have not these 
things, are often not accountable. They are to be pitied 
and need help. We hope some time that the Catholic Hos- 
pital Association will be in a position to have field workers 
who can help the Sisters where they cannot help them- 
selves. The Sisters themselves would give everything to 
do what the Catholic Hospital Association wishes them to 
do, but very often they cannot. They should be helped. 
Progressive hospitals can exist only where we have a 
clearly defined ideal and policy. 

The eminent hospital is a productive hospital. This, 
you might say, is the touch-stone, the rule, or the measure, 
the means for finding out whether we are obtaining and 
carrying through the policy we have conceived. Are we 
aiming at productiveness? We said we must learn to 
combat sickness and prevent sickness. You are not doing 
that until you have productiveness in your hospital. What 
does this mean? It means that doctors are engaged upon 
the problems not as a pastime, not in an amateur way, but 
in a scientific way. Then, our doctors are productive. 
Does it mean they go to set meetings and read lists of 
clinical cases? 

No. That is not productiveness, because perhaps they 
have not founded their cases upon scientific principles. 
They have not gone to the pathologist nor radiologist and 
stated their problems for consideration. Until the doctors 
do that, you will not have productiveness in your hospitals. 
The internal urge is not there; the search for the unknown 
is not there, and until we have that, we will not have the 
eminent hospital. But how are we going to obtain a staff 
of this kind? My idea is this. Every hospital should be- 
gin now to form its ideal staff of fifteen years from now. 
That is the only way this can be accomplished. Each hos- 
pital, I believe, should be on the careful lookout for every 
young man who graduates. Even go into the medical 
school before graduation and pick out the young men who 
have all the instincts and desires of scientific progress. 
Interest them in your hospital. When they come out, take 
them on. Be prepared, have a junior staff for them. 
Take them in whether they have any patients or not. 
Identify them with your hospital, and see that they know 
what your ideal is, what you will approve, what is neces- 
sary in order to be accepted within the inner circle of your 
hospital. If they measure up to that, they are yours and 
they know it. If not, reject them, and bring in others. 
That is the only way you are going to arrive at this 
eminent hospital. 

Father Moulinier: Father Mahan has made a very 
valuable contribution to the discussion. I am sure it gives 
you breadth and depth of insight that even the excellent 
paper of Doctor MacEachern did not set before you. Let 
me just add a word, another point of view that will give 
you more courage. You will find stagnant pools in every 
hospital. Stir them up. You may find commercial im- 
pulses, motives, tendencies even in the Sisters, in your 
mother superior, in the mother general, in the mother pro- 
vincial, in the mdtherhouse. If that spirit gets into the 
hospital to the extent of holding on to a doctor, because he 
keeps a large number of patients there, in spite of the fact 
that he is unfit, it is commercialism. It is commercialism 
that you must get rid of. The best hospital may have it. 
The progressive hospital may have it. The eminent hos- 
pital may have it. These are human defects which can 
appear in any hospital, because they can appear in any 
human being. 
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Then again the question of mediocrity. We are nearly 
all mediocre, unfortunately, in mind, in outlook, in ambi- 
tion, in impulse. We cannot help that, hence mediocrity 
is all around us and in us. Therefore, we have to struggle 
against it. 

With regard to the minimal hospital; we all try to get 
by with the least possible effort. We are all seeking the 
lines of least resistance. That brings about this attitude 
in any individual and the same is true of an institution. 
It is bound to bring about a minimal hospital. We all 
have too much of that. Are we progressive? Yes, some 
of us. The institution will get its dominating characteris- 
tic from the dominance of some one or from a group. Now 
try to get that one or that group as strong as possible. 
If your mother general is progressive, you are pretty sure 
to have a progressive hospital, but you may be thwarted 
by these other types of individuals and of Sisters, of help- 
ers and of doctors. In other words, that type of hospital 
is one of the most difficult and complex because of its very 
nature. 

Father Mahan has opened a very fine field for you to 
think about and all this discussion will appear in print and 
will help you and help the whole hospital world as soon as 
we can get at it. I would like to call on more of you but 
our time is limited. If you have any questions, write them 
out and put them in the question box.: If there is any- 
thing that is not clear to you, put it down in question form 
and we will try to answer it as satisfactorily as possible. 
I feel obligated again to call your attention to the question 
of books, to the central library which, if you do not get, 
you will not rise to the highest type. Get it into your 
community, into your hospital, so that by the end of the 
year, or at our next conferences, there will be no excuse 
for any community not understanding and realizing what 
it means, what it should be. The College of Hospital Ad- 
ministration—be sure to get interested in that and arouse 
a feeling of interest for it in your community. 

Again permit me to call your attention to the “Pa- 
tient’s Book.” It is hardly conceivable that you should 
forget these things. I am going to go over one or two 
of them. The “Patient’s Book” is your book. It was written 
for you by Father Garesché. The Stimson table, our table, 
your table, I am sure you are showing the interest you 
should in that. 

Now, Sisters, after all, you cannot expect us, your 
officers to do the things that I am speaking of now. You 
have to do them. If you are a mother general, you are a 
Sister in your community, and if you have not a clear grasp 
and sense of responsibility of all these things, it will not 
get into your community. Too many of the Sisters come 
here with a wrong twist,in their humility as regards the 
community itself. Is it possible that a mother general or 
mother ‘provincial or superior will not listen to a sensible 
Sister talking to her about things of interest to the Asso- 
ciation, to the hospital, and to the community? I cannot 
think it. I do not believe there is any mother general or 
provincial or superior who will not listen to the most in- 
significant Sister if she has something to say, if she really 
has something worth while to say. Carry this conference 
home with you and make yourselves evangelists and pro- 
pagandjsts of the simple and true things that are for the 
best interests of your hospital, of this Association which 
is yours. 

There is another very serious fact that you must face. 
Face. the facts fearlessly. The International Catholic 
Guild of Nurses—how many of you feel any of the urge 
Father Garesché is so full of and is trying to impart 
to you? “Let the superintendent of nurses take care of 
it, that is her job;” “let George do it” all along the line. 
That is one of the unfortunate, human reactions which 
may creep into a strictly-organized religious community 
otherwise excellent. Watch that! Do not let that kind 
of thing influence you to a lack of initiative and a lack of 
personal responsibility for all these things. We are of 
the Church, we are in God’s Church and are going to 
heaven. Are we? We will not get there except through 
individual effort and we will not achieve anything in our 
hospitals or in our communities except through the indi- 
vidual efforts of each and everyone. Those who do not 
help are just as much of a drag. That is common sense, 
high spirituality as well. Therefore take hold of these 
things. 

We must not take any more time. Let us go right on 
to the committees so we can close our meeting, and if we 
have time before dinner, we will have benediction, and 
you will be free to do as you wish after that. Now the 
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report of the auditing committee; again we tried to have 
a written report. Our bookkeeper and accountant has 
been so busy that he tells me the report will be ready 
soon and it will then be sent you in typewritten form. 
The report is coming to you in such a way that you will 
have plenty of time to consider it at your leisure. Again 
the report of the committee on constitution and by-laws; 
that will be sent to you in writing. The constitution is 
going to be carefully and deliberately gone over and some 
revisions made. In connection with that, however, we are 
introducing a feature this year that will appear in the 
new constitution. It need not be set down before we can 
act on it, because I was empowered at a meeting in St. 
Paul to appoint acting vice-presidents throughout the 
country. We have had this in mind and have been hoping 
to do so, but only now have we a group of men who, I 
know, are interested and who are willing to do the work 
that calls for sacrifice. You have that group of men here 
this year. Hence, I am going to appoint the following as 
vice-presidents. Others will be added as opportunity 
offers so that all over this continent you will have repre- 
sentatives of the Executive Board of the Association 
whom you can with a certain right call upon for the help 
you may need. 

Vice-Presidents: 

Father E. F. Garesché, Vice-President-at-Large. 

Father J. P. Boland, Buffalo and northern New York. 

Father J. S. O’Connell, Manhattan and City of New 
York. 
Father W. P. Whelan, Nebraska and the great Middle 
West. 

Father J. F. Higgins, Intermountain Section. 

Father H. Bourque, French Canadian Section and 
Lower Canada. 

Father A. J. Coudeyre, Washington, Idaho, the great 
Northwest and the Pacific Coast. 

These men have agreed to accept these positions with 
the understanding that they are going to work for you, 
give you all the thought, time and interest they are cap- 
able of. So do not hesitate to call on them. If one is 
not able physically or for any other reason cannot help, 
another may be called upon to go to your hospital and 
help you with your conferences, help you solve the prob- 
lems that are troubling you. Remember, I am doing this 
by reason of the authority given to me at the meeting in 
St. Paul, and you will see this, I hope, incorporated in the 
new constitution with a clear statement of what the func- 
tions of these vice-presidents will be. 

Father Whelan read report of Nominating Committee. 

Father Moulinier: You have heard this report. What 
is your action? You can pass a motion for the accep- 
tance of the report of this committee. Before doing that, 
however, I wish you to understand that anyone is privi- 
leged to nominate from the floor. Is there any- 
one here who would like to nominate any other 
candidates for officers or members of the Execu- 
tive Board? That is a right every organization 
has. Hearing none, I presume you are more or 
less satisfied with Father Whelan’s list. I shall 
ask Father Whelan to make a motion before the 
house that the report be accepted. 

Father Whelan made motion which was sec- 
onded and carried. 

Father Moulinier: Any other business be- 
fore the house? The report of the Resolutions 
Committee is now in order. 

Father Garesché read report of Resolutions 
Committee. 

Motion made, seconded and carried that re- 
port of Resolutions Committee be accepted as 
read. 

Father Moulinier: Just a parting word. 
Good-by. Come to our next conference either 
at St. Louis or here, or both places, or New 
York, or Albany. The Executive Board will 
tell us where we must go next year. Thank 
you, Sisters, for your attendance, and I hope 
you have had more or less of a pleasant time. 
I am sure you have learned something. Go 
back and be evangelists and propagandists for 
all that is best. 
Meeting adjourned. 
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CONVENTION OF THE AMERICAN HOSPITAL 
ASSOCIATION 


The American Hospital Association will hold its 27th 


annual conference October 19 to 23, at Louisville, 
Ky. The selection of Louisville as a meeting place for 
the convention is timely. Louisville has fifteen great 
hospitals, three of which are in process of erection. Here 
also will be found the first municipal university in the 
country, whose strongest school is the School of Medicine, 
to which students come from all over the world and from 
the doors of which have been turned away more eligible 
students than have matriculated. 

The convention will have as its guests representa- 
tives of many of the foreign countries. 

The sessions will take place in the Jefferson County 
Armory, the balcony of which is arranged to take care 
of the exhibits dealing with health, social service, dietetics, 
welfare, and children’s activities. Among those who will 
have exhibits are the American Association of Hospital 
Social Workers, The American College of Surgeons, the 
American Heart Association, the American Occupational 
Therapy Association, the Committee on Dispensary Devel- 
opment of the United Hospital Fund, the Hospital Dietetic 
Council, the Hospital Library and Service Bureau, the 
National Child Welfare Association, and the State Board 
of Health. 

The entire first floor of the Armory, with the excep- 
tion of the space assigned to the Hospital Library and 
Service Bureau, will be assigned to the exhibition of hos- 
pital supplies and equipment. 


SAIL FOR CHINA 

Five nursing Sisters of the order of St. Francis sailed 
from Vancouver, B. C., on September 17 for China, to 
engage in nursing and hospital work in the city of Tsi 
Nun Fu in the North Shantung Province. The Sisters 
began their journey from the Sacred Heart Hospital at 
Eau Claire, Wisconsin, where the party gathered. 

The five Sisters are headed by Sister Wilhelma, who 
will be superior of the hospital, and includes four trained 
Sister nurses who volunteered their services. Sister 
Wilhelma was for some years connected with the Sacred 
Heart Hospital at Eau Claire. Her companions are Sister 
Euphrosine of St. Joseph’s Hospital, Chippewa Falls,’ 
Wis.; Sister Evangelista, of St. Mary’s Hospital, Decatur. 
Ill.; Sister Octavia of St. Mary’s Hospital, Streator, IIl., 
-— — Engelbertha of the Mother House at Spring- 

eld, Til. 

The departure of the Sisters was delayed some 
months by request of the church authorities in China, who 
feared that the party would be endangered because of 
the riots and civil war in sections through which they will 
pass before reaching their destination. 





SISTERS SAILING FOR CHINA. 




















HOSPITAL PROGRESS 











MISERICORDIA HOSPITAL, EDMONTON, ALBERTA, CANADA, AT THE PRESENT TIME. 











Silver Jubilee of the Sisters of Misericorde At Edmonton, 
Alberta, Canada. 


By Une Cannadienne 


Twenty-five years ago, five Sisters of Misericorde left 
their Motherhouse in Montreal, to answer a call from the 
far Canadian Northwest. Monseigneur Grandin, O.M.L., 
of revered and departed memory, the first Bishop of St. 
Albert, had asked these devoted religious to come and 
establish themselves in Edmonton, Alberta, with the view 
of founding a Maternity Home for mothers and infants. 

Edmonton, at that time, was but a straggling town, 
sparsely settled, hugging the banks of the Northern Sas- 
katchewan River. It was just at that period of transition 
when the white man was steadily invading the territory 
once occupied by the Cree Indian. The fur-trading post 
of the dusky trapper was fast becoming a distributing 
center for the Pale Face. Edmonton, as I said before, 
was small. Its unpaved streets did not re-echo the 
rumbling of the street car, nor did they know the glare 
of the electric lights. 

To this little Edmonton of 25 years ago, came 
our good Sisters of Misericorde from Montreal. Full 
of enterprise and hope for the future, they wisely 
established themselves in a temporary home. At the 
corner of 111th St. and 97th Ave., they founded a Ma- 
ternity Home for mothers and infants. This was made 
possible by moving a granary alongside a house already 
built and joining both into neat quarters known as “The 
Maternity Home of the Sisters of Misericorde.” It con- 
sisted of the nuns’ apartments, four private rooms, and 
one public ward. 

The first Superior of this young foundation was 
Sister Francois d’Assise, (neé Palmiee Normandin). Her 
executive ability and foresight soon enabled her commun- 
ity to purchase a permanent site for the purpose of erect- 
ing a larger and more commodious building. 





In 1905, four acres of wooded land was bought at the 
corner of 98th Ave. and 111th St. After clearing a space 
sufficiently large enough for the new building, the first 
wing of the present Misericordia Hospital was constructed. 
It consisted of four stories, three of which accommodated 
sixty beds, the remaining one being utilized for the reli- 
gious quarters, refectories, kitchens, etc. This new hos- 
pital was general and not devoted merely to maternity 
work. The same year a medium-sized frame house was 
bought and moved near the new building. This was ac- 
quired for the purpose of giving a refuge to abandoned 
babies and was known as the “Creche.” Twenty little 
tots could be housed in this new home. 

In 1920, a growing need for a larger Creche was felt 
and a beautiful three story brick building was erected for 





FIRST HOUSE —HOSPITAL OF THE SISTERS OF MISERICORDE, 
EDMONTON, ALBERTA, CANADA. 









HOSPITAL PROGRESS 
























paid eens er Le 
! Lig 















GROUP OF NURSES, MISERICORDIA HOSPITAL, EDMONTON, ALBERTA, CANADA. 





















NEW CRECHE OF THE MISERICORDIA HOSPITAL, A GROUP OF “TOTS” AT THE MISERICORDIA HOSPITAL, 
EDMONTON, ALBERTA, CANADA. EDMONTON, ALBERTA, CANADA. 


























SILVER JUBILEE CELEBRATION AT MISERICORDIA HOSPITAL, EDMONTON, ALBERTA, CANADA. 




































SISTER ST. FRANCOIS 


SISTER MARIE DE LA 


D’ASSISE, PRESENTATION, 
First Superior of Misericorde Present Superior of Misericordia 
Hospital, Edmonton, Hospital, Edmonton, 


Alberta, Canada. Alberta, Canada. 


this purpose. The first two stories were given over to the 
laundry, and unfortunate mothers’ quarters, while the 
upper story accommodated about fifty children. This 
last story is surrounded by wide screened-in balconies, 
where the little ones can give free play to their mirth 
and jollity at any time of the year, and during any kind 
of weather. 

Three years ago, Sister Marie de la Presentation 
(neé Albina Normandin) a niece of the foundress of the 
Edmonton, and the present Superior of the Misericordia 
Hospital, soon realized that the first wing of the hospital 
was inadequate for the accommodation of patients who 
daily asked to be admitted. 

So the same year (1922) the second wing was con 
structed. The present complete building presents a 
splendid aspect to the observer. Laid on a high stone 
foundation, a massive pile of red pressed brick in the 
form of a long rectangle, rises solid and majestic, four 
stories on either side, and five stories in the center, capped 
by an imposing dome from which can be obtained a mag- 
nificent panorama of the city of Edmonton. Surrounded 
by spacious lawns and Lombardy poplars, the hospital 
commands a beautiful view of the river, Saskatchewan, 
and its verdant valley. Numerous solariums around the 
building permit the patients to follow old King Sol in 
his diurnal course. 

The Misericordia Hospital has been placed by the 
American Medical Association in Class A. It has a 
eapacity of one hundred and seventy-five beds. Twenty 











FIRST WING OF THE MISERICORDIA HOSPITAL, 
EDMONTON, ALBERTA, CANADA. 
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religious, over fifty nurses and two interns attend to the 
wants of the patients. Its scientifically equipped labora- 
tory, x-ray apparatus, dietetic kitchens, its most modern 
obstetrical department with an isolated delivery room, a 
spraying method for washing babies, and its excellent re- 
frigerator plant for artificial ice, place it on a high plane 
among the best_hospitals. 

Apart from these modern scientific features, the 
observer, upon visiting this institution, cannot help but 
be impressed with the courteous deportment of the nurses 
in training, and the motherly kindliness and solicitude of 
the good religious for their patients. How well the motto 
“Derelictis Misericordia” is realized in the daily example 
of these devoted religious to humanity! 


FINANCING NEW HOSPITAL BUILDINGS 

Recent building statistics show that a surprisingly 
large number of Catholic hospitals in the United States 
and Canada are erecting fine, modern buildings, providing 
entirely new homes for the institutions, or vastly improv- 
ing their facilities by way of alterations and additions to 
older buildings. 

The very simple explanation of this activity would 
be the general prosperity of our people and the education 
of the public to the advantages of hospital facilities in 
time of sickness, were it not for the fact that a vast 
amount of Catholic hospital service is charity. Indeed, 
the wonder is that our hospitals can exist at all on such 
a basis. They would not exist except for the fact that 
they are managed by the Sisters of various orders who 
also perform a large amount of the actual work of nursing 
and of maintaining the institutions. That is the secret 
of success in conducting the Catholic hospital. All of 
the service given by the Sisters as individuals is personal 
charity. 

Paradoxically, in a way, the services of the Sisters 
enable the Catholic hospital to stand as largely a charit- 
able institution, and still to expand and compete with 
other modern hospitals on a business basis. In other 
words, there may be funds enough accruing from slight 
profits or savings combined with donations and bequests 
to care for growing needs. 


But, to finance a building program, money in large 
amounts must be readily available; present necessity can 
not wait upon a slowly accumulating reserve fund for 
expansion. Mr. Festus J. Wade, president of the Mer- 
cantile Trust Co., of St. Louis, recently, in discussing 
this situation, pointed out the method by which much of 
the ready cash for building purposes is being made avail 


able. 


The plan adopted has frequently been the issuing of 
serial notes or bonds extending over a period long enough 
so that their payment is not a great burden upon the 
institution. These notes are readily salable; investors 
readily appreciate the increased security of obligations of 
Catholic hospitals due to what financiers term the element 
of small moral risk. Under this plan funds are advanced 
by the financial institution handling the notes as the 
construction of the building proceeds. Loans are made 
from the architect’s plans and the interests of the hos 
pital are safeguarded by a system of checking all pay- 
ments. The loan is payable in a specific amount each 
year with the added feature of permitting payment, under 
certain conditions, of greater amounts should the hospital 
receive unexpected funds in the way of benevolences or 
bequests. This feature is very frequently taken advan- 
tage of by the hospital being financed under the plan 
described. 
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MARITIME CONFERENCE HELD AT HALIFAX, 
SEPTEMBER 1, 2, AND 3 


The third annual meeting of the Maritime Conference 
of the Catholic Hospital Association was held at Halifax, 
Nova Scotia, Canada, September 1, 2 and 3, 1925. The 
Halifax Infirmary was the headquarters of the Conven- 
tion. Visitors praised the personnel, the efficiency and 
the hospitality extended to them while in the city. 

Sister Carroll of Hotel-Dieu, president, opened the 
conference with an address in which she treated some in- 
teresting points of a spiritual, professional, and sugges- 
tive nature and opened many matters for discussion. 
Reverend Monsignor Foley who was the second speaker, 
expressed the good wishes of His Grace Archbishop Mc- 
Carthy and also paid a glowing tribute to the work accom- 
plished at the Halifax Infirmary. He spoke of the work 
of the Catholic Church in Halifax from 1759 up to the 
present time, the representation of Catholics in high posi- 
tions, and the importance of Catholic conferences. He 
urged the necessity of aiming at the highest standards in 
all work as only through the medium of efficiency can the 
world be influenced. The next speaker was Reverend 
Father Garesché who represented Father Moulinier, presi- 
dent of the Catholic Hospital Association. He spoke of 
service given to the church through the work of Sisters’ 
hospitals. Father spoke of the hospital having a body 
and soul. The spiritual and intellectual atmosphere of 
the hospital must be looked after not only for our good, 
but for the good of our patients. 

A paper was then read which dealt with the recon- 
struction work in the hospital in the past decade and the 
organization of hospital social service and the realization 
of the responsibilities of hospitals towards the common 
good of the community. On Thursday, two very interest- 
ing papers on the nursing of medical patients from admis- 
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sion to discharge were followed by two papers dealing with 
the nursing care of surgical patients from admission to 
discharge. Sister Paula of the City Hospital, Charlotte- 
town, P. E. I., gave the last paper which described the 
activities of the Normal School of Marquette University. 
The various round table discussions which followed 
the papers were very interesting and helpful. After the 
last business meeting which took place Thursday, the 
meeting adjourned and the members of the conference 
were taken to Mount St. Vincent where they were shown 
through the College and Convent. Then they attended 
the Holy Hour and Benediction of the Most Blessed 
Sacrament, a most fitting close for the conference. 
THE MOUNTAIN STATES CONFERENCE AT SALT 


LAKE CITY, SEPTEMBER 2 AND 3, 1925 
The fifth annual meeting of the Mountain States 


Conference of the Catholic Hospital Association was held 
at Holy Cross Hospital, Salt Lake City, Utah, on Septem- 
ber 2 and 3, 1925. Previous conventions which were held 
at Denver and Colorado Springs, Colorado, were most 
gratifying, but this, the fifth annual convention, surpassed 
all preceding meetings. 

Many reasons led to the selection of Salt Lake City 
as the meeting place of the 1925 Conference—the city 
itself, the place Holy Cross holds in the association, and 
the fact that Sister M. Virginia, the Superior of the hos- 
pital, is secretary of the association. 

Like all conventions, political, educational, and 
social, the purpose of the meeting was to promote the 
existing conditions of the organization—in this case, hos- 
pital management throughout the Mountain States, to 
discuss methods and plans for the advancement of such 
Catholic institutions, and to facilitate the interchange of 
views among physicians and nurses of religious orders in 
the laudable work of ministering to the sick. 
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The Right Reverend Joseph S. Glass, Bishop of Salt 
Lake, opened the exercises of the conference on the morn- 
ing of September 2 by celebrating the Holy Sacrifice of 
the Mass in the hospital chapel, which was followed by 
an address to the assembled members of the conference. 
The occasion was honored by the presence of Governor 
Dern who gave the address of welcome. Reverend P. J. 
Mahon, S. J., vice-president ‘of the Catholic Hospital 
Association, and Louis D. Moorhead, M. D., dean of the 
School of Medicine of Loyola University, were the prin- 
cipal guests of honor and conducted the meetings. Sisters 
of Charity, Sisters of Mercy, and Sisters of St. Francis 
were among those in attendance as well as physicians 
from the Mountain States. 

The selection of Holy Cross Hospital as the meeting 
place for this conference was but another tribute to the 
outstanding worth of this institution, and the estimation 
in which it is held. The citizens of Salt Lake City re- 
joiced in this public mark of appreciation and joined in 
congratulating the personnel of the hospital on the signal 
distinction. The Mountain States’ visitors returned to 
their homes with the same opinion, we feel sure, that is 
held by those who know and value Holy Cross Hospital, 
an institution noted for its efficiency, charity, hospitality, 
and beauty, and which during fifty years has served the 
best interests of this intermountain country. 
CALIFORNIA, ARIZONA, AND NEVADA CONFER- 

ENCE OF THE CATHOLIC HOSPITAL 
ASSOCIATION 

The fourth annual meeting of the California, Arizona, 
and Nevada Conference of the Catholic Hospital Asso- 
ciation was held on September 16 and 17, in the Young 
Men’s Institute Building at San Francisco. 

More than 125 delegates attended from California, 
Arizona, and Nevada. .Among the cities represented were 
Sacramento, Reno, Eureka, Bakersfield, Stockton, Santa 
Barbara, Oakland and San Francisco. Sister M. 
Veronica, president of the Western Conference of the 
Catholic Hospital Association presided at the meetings. 

The conference was honored by the presence of the 
Reverend C. B. Moulinier, S. J., president of the Catholic 
Hospital Association of the United States and Canada, 
who came from Milwaukee to attend the meetings. 
Father Moulinier gave the principal address at the open- 
ing session on September 16, and spoke again at the after- 
noon meeting on September 17. Father Moulinier was 





HOSPITAL PROGRESS 


SEPTEMBER 2 AND 3, SALT LAKE CITY, UTAH. 





513 


the guest of honor of the physicians at St. Mary’s, Mary’s 
Help, and St. Joseph’s Hospitals at a dinner at the 
Bohemian Club on September 16. 

Among the principal speakers of the meetings were: 
Dr. A. S. Musante, staff president and member of the 
surgical division of St. Joseph’s Hospital, who chose for 
his subject “Evolution of the Surgeon from the General 
Practitioner”; Dr. R. G. Broderick, director of Catholic 
Hospitals in Alameda County, California, who spoke on 
“Tdeals in Hospital Construction”; Dr. Edmund Butler 
of St. Mary’s Hospital, San Francisco, who dealt with the 
important subject of “Emergency Service” in hospitals; 
and Dr. R. P. Flood, also of St. Mary’s Hospital who 
spoke on “Pediatrics.” 

Other speakers on the program were Dr. Edward 
Lopham of St. Mary’s Hospital, San Francisco; Dr. 
Thomas R. Haig of Mary’s Help Hospital; Miss Anna C. 
Jamme, director of the bureau for registration of nurses; 
Sister M. Agnes of St. Joseph’s Hospital; Miss Anna 
Hughes of St. Mary’s Hospital; and Sister M. Thomasine 
of St. Mary’s Hospital. 

After the addresses followed an open discussion of 
the subjects treated by the speakers. These discussions 
brought out many interesting and helpful points and 
added much to the practical value of the conference. 

At the afternoon session on September 17, Rev. 
Zaccheus Maher, S. J., president of the University of 
Santa Clara, delivered an inspiring address on “The 
Nurse’s Christ.” 

Father Maher’s address was followed by round-table 
discussions, and an address by Father Moulinier, after 
which Rev. F. M. Harvey, pastor of St. Mary’s Church, 
San Francisco, closed the program with a short address 
and prayer. 

The following officers were chosen for the ensuing 
year: 

The officers elected for the year 1925-26 for the 
California, Arizona, and Nevada Conference are as fol- 
lows: President, Sister M. Veronica of Mercy Hospital, 
Bakersfield, California; First Vice-President, Sister M. 
Victoria of St. Mary’s Hospital, Tucson, Arizona; Second 
Vice-President, Sister M. Sylvia of St. Joseph’s Hospital, 
San Francisco; Third Vice-President, Sister M. Gerard 
of St. Joseph’s Hospital, Eureka, California; Secretary- 
Treasurer, Sister Mary Agnes of St. Joseph’s Hospital, 
San Francisco. 














The Missouri-Kansas Conference of the Catholic 





Hospital Association 


The annual meeting of the Missouri-Kansas Confer- 
ence of the Catholic Hospital Association was held on 
September ist, 2nd, and 3rd, 1925, at the Redemptoris: 
High School, Hunter Avenue and Broadway, Kansas City, 
Missouri. This was the first meeting of the joint Con- 
ferences of the two states, and the fourth annual meeting 
of the Missouri Conference. Its success was marked in 
every way—professionally, educationally, and socially. 

If any argument were needed to convince the Sisters 
of the value of these conferences, then surely the general 
effect of the Missouri-Kansas Conference ought to supply 
such an argument. Representatives were present from 
37 of the 39 hospitals which comprise this Conference, and 
the spirit of mutual understanding, of charity, and pro- 
fessional enthusiasm which were developed during these 
three days of intimate contact and united study of com- 
mon problems made every one of the one hundred and ten 
Sisters who attended feel that no better method could be 
devised for effecting common cooperation in a common 
cause. The Conference was held under the presidency of 
Sister Mary Constance of St. Anthony’s Hospital, St. 
Louis, Missouri, the Vice-Presidents being Sister Rose 
Victor, Providence Hospital, Kansas City, Kansas, Mother 
Mary Agatha, St. Joseph’s Hospital, Boonville, Missouri, 
and Sister Mary Gertrude, St. Francis’ Hospital, Mary- 
ville, Missouri, while Sister Mary Aloysius of St. John’s 
Hospital, St. Louis, Missouri, acted as an efficient secre- 
tary-treasurer for the meeting 

The Conference was opened with Solemn High Mass, 
celebrated by the Spiritual Director of the Conference, 
the Reverend Alphonse M. Schwitalla, S. J., Regent of 
the St. Louis University School of Medicine, St. Louis, 
Missouri, assisted by two of the Redemptorist Fathers. 
The sermon in this High Mass was preached by the Right 
Reverend John Ward, D. D., Bishop of Leavenworth, 
Kansas, who chose as his text “He went about doing 
good.” In his masterful and oratorical manner, Bishop 
Ward sketched with an artist’s hand the path of the 
Master in His progress through Gallilee, Samaria, and 





Judea, speaking eloquently of the alleviation of human 
suffering wherever the footsteps of the Christ carried 
Him. With this ministry’ of mercy, the Right Reverend 
Bishop paralleled the work of the hospital Sister in her 
rounds through the corridors and wards of her institution. 
He spoke straight to the hearts of those who listened to 
him, for he was but putting into words the ambitions and 
ideals of everyone present. 

The formal meetings of the Conference opened at 2 
o’clock in the afternoon in the assembly room of the Re- 
demptorist High School. The meeting began with prayer 
by the Spiritual Director, who thereupon took the chair 
while Sister Mary Constance, the president of the confer- 
ence, read the President’s annual message. She made a 
plea for closer organization and for even more intimate 
contact with the Catholic Hospital Association. Begin 
ning her address with the words of Cardinal Faulhaber 
to the Catholic Women’s Association of Austria in 1910, 
“Organization is the most potent remedy in the social life 
of our time. Organization is, so to speak, the Eighth 
Sacrament in the 19th and 20th Centuries,” Sister Con- 
stance traced briefly the history of this combined confer- 
ence. She showed that the hospital conferences have had 
outstanding results for social service in all those commun- 
ities from which representatives have been attracted to 
these meetings. She stressed the devlopment of a pro- 
fessional consciousness from meeting to meeting and sum- 
marized her remarks by saying that “the Sisters now take 
a keener interest in their work * * * they have an in- 
creased love for their vocation and life of service * * * 
the outside world has come to regard us Sisters as im- 
portant factors in the health and happiness of all. Time 
was when we were struggling along as little and obscure 
units, caring little of what was going on in other hospitals 
not under the charge of our particular community, and 
perhaps even afraid to meet representatives of other insti- 
tutions. All this has now been changed for the better. 
We are glad to exchange our experiences and to learn 
from one another’s methods, even to admit our shorteom- 
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ings. And the result has been a genuine improvement all 
along the line, a new spirit of joy, of zeal, of fervor in our 
blessed work.” 

The remaining papers of the afternoon’s program 
were contributed by Sisters from the Kansas hospitals, 
and dealt with the larger problems of the Sisters’ profes- 
sional life. All three evoked considerable discussion, and 
proved to be favorite topics with the Sisters. Sister Mary 
Madeline of Mercy Hospital, Fort Scott, Kansas, in her 
paper “Kindness and Charity in Dealing With Visitors 
in Our Hospital,” tried to suggest means for removing the 
wrong impression concerning Sisters among our non- 
Catholic population, and showed how the Sisters them- 
selves could do much to dispel the popular views enter- 
tained by non-Catholics. In her concluding sentence she 
said, “The little seeds of kindness and charity that we 
sow will reap a hundred-fold, if not in this life, surely in 
the next. Our Divine Master who bled for souls will 
register in His Sacred Heart those little acts of kindness 
and charity shown to our neighbor in the person of our 
patients and their friends.” 

Sister Mary Felicitas, St. John’s Hospital, Salina, 
Kansas, had been assigned the topic of “Methods of De- 
veloping the Public Trust in the Hospital.” Her central 
thought was that the hospital is a place where the whole 
patient must be treated, not merely his body, but also his 
soul. It is the duty of the Sisters, therefore, to take 
account, not merely of the physical suffering of the 
patient, but also of his mental anguish. It is only when 
this principle is borne in mind that the public will look 
upon the hospital as a place of refuge for distress of all 
kinds. The public’s trust in the hospital depends upon 
the individual’s trust. 

The last paper of the afternoon was devoted to the 
subject “The Professional Spirit among Sister Nurses.” 
Sister Mary Bona of St. Elizabeth’s Hospital, Great 
Bend, Kansas, contented herself with a summary of the 
topics which ought to be touched upon in an adequate dis- 
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cussion of this very large topic, while the discussion of 
the points she suggested proved to be one of the most 
profitable features of the entire conference. 

The afternoon’s program concluded with Benediction 
of the Most Blessed Sacrament in the Redemptorist 
Church. 

The second meeting of the Conference on Wednesday 
morning was deveted to two round-table discussions, one 
on administrative problems and the other on nursing 
problems. Both of these meetings were productive of : 
large number of practical, suggestions, and afforded excel 
lent opportunities for comparing the methods in use in 
various institutions in solving individual problems. The en- 
tire morning’s program was in charge of the Sisters from 
the hospitals in greater Kansas City. Bishop Lillis hon 
ored the conference on this morning by his presence and 
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a hearty but all too brief address on the blessings of the 
vocation of a hospital Sister. 

The afternoon of this day was given over to an outing 
at St. Mary’s Academy of Leavenworth, Kans. The Sisters 
at the Academy manifested the most cordial hospitality. 
The Reverend Mother Mary Berchmans herself received 


the guests and bade each of the Sisters farewell at the . 


conclusion of the visit. All the members of the confer- 
ence were unanimous in their appreciation of the cordial 
hospitality that was shown them by the Sisters of Charity, 
who, on this occasion as on so many others, proved their 
right to the title of their community. 

The third day of the Conference was Missouri day, 
and it was devoted to a discussion of the spiritual influ- 
ence of the hospitals. The Sisters evidently considered 
that this topic was most familiar to them, since the papers 
submitted called forth the most animated discussions of 
the entire conference. Reverend Mother Concordia 
of St. Mary’s Infirmary, St. Louis, Missouri, headed the 
program. She was followed by Sister M. DelLellis, 
St. John’s Hospital, St. Louis, Missouri, Sister M. Berna- 
dette, St. Anthony’s Hospital, St. Louis, Missouri, and 
Sister M. DeChantal, St. Mary’s Infirmary, St. Louis, 
Missouri. 

Mother Concordia pointed out that the Sisters can 
have a three-fold influence upon the staff—a directly 
spiritual influence, an influence on the ideals of the staff, 
and finally an influence on the practical work of the staff. 
“The staff-member does not see the Sister in the Chapel 
at prayer, he sees her actively engaged in her relation to 
the other Sisters * * * by her spirit of meekness and of 
gentleness in manner and of professional devotion, all 
springing from a spirit of self denial and willing sacrifice, 
she shows to all that a nun is leading the life of prayer in 
her every act as a nurse.” 

Sister Mary DeLellis touched upon a very practical 
and necessary question in her discussion of “The Hospital 
Sister and the Lay Nurse.” “The Hospital Sister’s deep 
human insight into the needs of the lay nurse is of para- 
mount importance. It.must be utilized with great tact, 
sympathy, and kindness; in order that her directions may 
be as easily and gratefully received as they are given. In 
this relation to the nurse the Sister must possesss a reason- 
able knowledge of psychology, as well as fervor and zeal. 
This shall enable her to exercise a great prudence and 
intellectual discernment.” 

The most difficult topic to handle in the whole morn- 
ing’s talks was surely Sister Mary Bernadette’s, “The 
Sister Nurse and Her Religious Superiors.” Since the 
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Sister Nurse must be a good religious as well as a good 
nurse, obviously she must deal with her religious superiors 
in both capacities. Often, indeed, there may be conflicts 
in views and opinions, but the two-fold devotion to her 
profession as well as to God and her superiors must always 
be harmonized. Sister Bernadette concluded by saying 
that “where there is a true religious spirit amongst the 
Sister Nurses, there also is harmony, unity and coopera- 
tion for the good of the whole institution.” 

Finally, the question of Catholic Hospitals and the 
non-Catholic patient was handled very ably by Sister 
Mary DeChantal of St. Mary’s Infirmary, St. Louis, 
Missouri. She made the plea for a universal spirit of 
charity, actuated by an apostolic zeal and tempered by 
that prudence which arises from an appreciation of a non- 
Catholic mind in its relation to things Catholic. “An 
inner spirit, a keen insight into the character of the 
patient’s needs—this is not gained by scientific training, 
nor by a study of textbooks, however intense, but rather 
by a development of what Father Moulinier, in his ad- 
dress on ‘The Understanding Heart’ has designated as ‘a 
wise and prudent mind, a fair and just conscience, a kind 
but firm conduct, a moderate and unselfish self-control.’ ” 

The conference closed at noon with Benediction of the 
Blessed Sacrament given by His Lordship, Thomas F. 
Lillis, D. D., Bishop of Kansas City, at the Redemptorist 
Church, and the Te Deum. 

No account of this conference would be complete 
without a word of comment on the generosity and courtesy 
of the Reverend Joseph J. Gunn, Pastor of the Redemp- 
torist Church at Kansas City, and the members of his 
community, as well as of the Sisters of St. Joseph at the 
Redemptorist School. Their services were utilized fre- 
quently, and had to be given at times at considerable 
sacrifice to their convenience. The members of the local 
committee, too, were efficient in their arrangements and 
devotion in all their services, and introduced many new 
features which proved conducive to the convenience and 
comfort of the Sisters. The noonday luncheons particu- 
larly were specially appreciated. The members of the 
conference gratefully acknowledge their debt of gratitude 
for all these arrangements to Sister M. Marcella of St. 
Mary’s Hospital, Sister M. Giles of St. Joseph’s Hospital, 
and to Sister Rose Victor of Providence Hospital. 

The election of officers resulted as follows: 

President, Mother M. Concordia, St. Mary’s Infirm- 
ary, St. Louis, Missouri. 

First Vice-President, Mother M. Madeline, Mercy 
Hospital, Fort Scott, Kansas. 
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Second Vice-President, Sister M. Giles, St. Joseph’s 
Hospital, Kansas City, Missouri. 

Third Vice-President, Sister M. Melania, St. Francis’ 
Hospital, Wichita, Kansas. 

Secretary-Treasurer, Sister M. Constance, St. An- 
thony’s Hospital, St. Louis, Missouri. 
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Director, The Reverend A. M. Schwitalla, S. J., Re 
gent, St. Louis University School of Medicine, St. Louis, 
Missouri. 

Associate Director, Dr. W. P. Glennon, St. Louis 
University School of Medicine, St. Louis, Missouri. 


The Medical Mission Convention 


Floyd Keeler 


It was due to the interest displayed by the Rev. C. 
B. Moulinier, S. J., President of the Catholic Hospital 
Association and by Dr. B. J. McGrath, its Secretary, that 
Catholic Medical Missions first had a chance to be heard 
in any sort of official gathering in this country. In June, 
1922, through their kindness, space was made on the 
program of the convention of the Association for papers 
to be read on this subject by Dr. Paluel J. Flagg of New 
York, and the present writer. A resolution introduced 
into the Convention following the reading of the papers 
caused the formation of the first Medical Mission Com- 
mittee, which grew into the Medical Mission Board. 

The medical mission movement has grown until it 
is recognized as one of the really big things occupying 
the attention of the Church in this country. A notable 
difference was evident to those of us who have followed 
this movement from the beginning when we surveyed the 
group which assembled in the recent Medical Mission 
Convention held August 29 and 30 at the College of 
Mount St. Vincent on-the-Hudson, New York City. Men 
and women came, some of them long distances, and gave 
of their time and attention. It was no ordinary gather- 


ing for here were the heads of these movements; here 
too, physicians of prominence in their profession took 


time from their busy lives to devote it to the cause of 
medical missions. Nor was their attendance a merely 
perfunctory one. They were interested; they served on 
committees; they talked missions during their recrea- 
tions, and they gave their chief thought to missions 
throughout these two days. Surely these are signs of a 
great awakening. 

I shall not attempt to describe in detail the meet- 
ings. That would result in a dry catalogue of events 
whose wonderful spirit would necessarily be hidden under 
the form of type and printer’s ink, for the inspiration 
which came to us all was a thing of the Spirit to such 
a degree that no material means can really convey it. I 
shall have to content myself, therefore, with trying to 
outline a few of what appealed to me as outstanding 
features of the convention, fully realizing that many 
other things deserve mention which must be omitted be- 
cause of lack of space. 

First and foremost one felt the contagious enthusiasm 
of the Board’s indefatigable chairman, Dr. Flagg, whose 
services in the cause need no introduction. Dr. Flagg is 
an authority on anaesthesia and often says his business 
in life is putting people to sleep. However, he put no 
one to sleep during the sessions at Mt. St. Vincent, and 
he didn’t do much sleeping himself. His enthusiasm was 
well echoed by Dr. Anna Dengel of St. Catherine’s Hos- 
pital, Rawal Pindi, India, who has only to speak to make 
everyone catch the zeal which has caused her to conse- 
crate her life to healing Christ’s little ones. When Dr. 
Dengel told of “The Need and Opportunity for Medical 
Missions,” it would have been a callous soul indeed that 
would not be aroused. Taking part in this same discus- 
sion were two missionaries recently returned from China, 
Rev. Bernard F. Meyer, A. F. M., and Reverend Daniel L. 


McGillicuddy, C. M. Each brought home in telling 
phrases the woeful lack of medical facilities and the 
wonderful opportunity that awaits such an apostolate in 
teeming Asian lands. When Father Meyer told us that 
no doctor of medicine is located on Sheklung Leper 
Island and the devoted Sisters labor there without pro- 
fessional direction, it struck home. Imagine trying to 
treat this most loathsome of diseases without a doctor! 


No one who has ever heard the Rev. John A. Lynch, 
©. SS. R., long a missionary in Porto Rico, can forget 
him. Father Lynch described in his address how he had 
visited many hospitals and talked on medical missions. 
He met with the greatest enthusiasm on the part of the 
nurses, many of whom are most anxious to go to the mis- 
sions, but sorrowfully he has been obliged to say: “The 
missions are not yet ready. They are not equipped.” 

Personnel is not lacking nor first class material, but 
equipment is needed. It was this topic, “The Organiza- 
tion of Catholic Medical Missions,” that was treated by 
those two masters of eloquence, the Rev. John J. Burke, 
C. S. P. of the National Catholic Welfare Conference, 
and the Rev. Michael Mathis, C. S. C. editor of “The 
Bengalese.” Besides Father Burke’s clear, logical, and 
well-put outlines of plans, he made the matter very con- 
crete by offering the facilities of the National Catholic 
Service School to such medical missionaries as might 
wish to take its courses, while Doctor Mathis outlined 
the plan for a society of Catholic Medical Missionaries 
which Doctor Dengel has formed under his guidance to 
give the special medical and spiritual training needed for 
service abroad. The good news was also announced that 
through the kindness of the Rev. Father Lyons, S. J., 
President of Georgetown University, two scholarships for 
students were available in the excellent medical school 





NEW EXECUTIVE COMMITTEE OF THE 
MEDICAL MISSION BOARD. 

Left to right: Right Rev. Wm. Quinn, National Director of the 
Society for the Propagation of the Faith Society and newly-elected 
treasurer of the Medical Mission Board; Dr. Paluel J. Flagg, Chair- 
man; Right Rev. J. F. McGlinchey, D.D., of Boston; and Rev. Frank A. 
Thill, Ph.D., of Cincinnati. 
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NOTABLE GATHERING OF SUPERIORS, ?ROVINCIALS 


AND REPRESENTATIVES 


OF MISSIONARY SOCIETIES, TOGETHER 


WITH A SMALL GROUP OF MEDICAL DOCTORS, AT THE RECENT CONVENTION OF THE CATHOLIC MEDICAL 
MISSION BOARD HELD AT THE COLLEGE OF MOUNT ST. VINCENT-ON-THE-HUDSON, NEW YORK. 


of that institution for missionary students. Indeed, 
practicality was the outstanding feature of the discus- 
sions. There was very little talk for talk’s sake which 
is so often the bane of conventions. 

It has long been known that Catholic Medical Mis- 
sion work is occupying a large place in the activities of 
European Catholics and the paper of Miss Dorothy J. 
Willmann, the secretary of the Board, who described her 
recent trip to these centers, gave clearly and accurately 
the status and the spirit of these noble works. 

His Eminence, Cardinal Hayes of New York, sent 
his blessing and assurance of interest through his special 
representative, Very Reverend Monsignor John F. Brady, 
M. D., D. D., while the President of the Catholic Hospital 
Association was ably represented by the new editor of 
Hospitau Procress, the Reverend Edward F. Garesché, 
S. J. 

The Right Reverend Monsignor William Quinn, Na- 
tional Director of the Society for the Propagation of the 
Faith, offered all the assistance in his power and agreed 
to the-plan of the Convention that a fourth member be 
elected to the executive committee, he himself accepted 
the election to this position, and agreed to act as Treasurer 
of the Committee. 

The Board’s main problem just now is to assist the 
missions in building up the medical side of their equip- 
ment, and it is to this problem that it will be addressing 
itself. On the suggestion of the Reverend Paul James 
Francis, S. A., the executive committee was empowered 
to look towards the employment of a financial secretary 
who will work out plans in this connection. 


Altogether the future looks bright for the Catholic 
Medical Missions and none who enjoyed the abundant 
hospitality of the Sisters of Charity at Mount St. Vincent 
can ever again be apathetic to this work of making 
known the message of Christ through following our 
Lord’s command to His apostles, “Heal the sick.” 





CAMPAIGN TO ELIMINATE DIPHTHERIA 


Dr. Frank J. Monaghan, commissioner of health of 
New York City, has launched a program to eliminate 
diphtheria as a serious menace in the Bellevue-Yorkville 
district. The work is being carried out in co-operation 
with the Bellevue-Yorkville Health Demonstration, sup- 
ported by the Milbank memorial fund. 

An important phase of this work is a house to house 
canvas in which parents will be invited to have their chil- 
dren, especially those under six years of age, protected 
against diphtheria by immunization with toxin-antitoxin. 
This canvass is to be made by agents of the Metropolitan 
Life Insurance Company. 

As a result of this kind of work, New Haven, Conn., 
and Auburn, N. Y., have been able to report the lowest 
diphtheria rate ever recorded anywhere. The rate in New 
Haven is 1.7 per 100,000 population as compared with a 
rate ten times as high in certain New England cities. 

Pennsylvania’s remarkable public health work during 
the last decade has resulted in reduction in the death rate 
from all causes by more than 20,000 lives during the year, 
1924, according to a recent statement of the mortality 
study department of the Metropolitan Life Insurance Com- 
pany. 

The death rates from diphtheria, tuberculosis, typhoid, 
and diarrheal diseases of babies have all been materially 
reduced. Deaths from the latter cause have been reduced 
63 per cent. 





Sister Genevieve, R. N., Appointed Superintendent, St. 
Vincent’s School of Nursing, Portland, Oregon. Sister 
Genevieve, R. N., has been appointed superintendent of St. 
Vincent’s School of Nursing, Portland, Oregon, as the 
successor of Sister Teresa Agnes, who has been trans- 
ferred to Oakland, California. 


Sister Genevieve is a graduate of St. Vincent’s, class 
of ’14, and a registered nurse in the state of Oregon. 
She has also carried work at the University of Oregon, 
the State College and the University of Washington. 


Hospital Will Be Rebuilt. The St. Francis Hospital, 
Santa Barbara, Calif., will be rebuilt, if funds can be 
procured, according to Sister M. Rosina, superintendent 
in charge. At present patients from the hospital are 
being cared for in their homes by the hospital nurses, 
and the nurses’ home is being used as a temporary hos- 
pital building. The building was erected at a cost of 
$300,000 two years ago. 








